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Copper Amalgam Does Not Belong in Dentistry 
for Children 


Ross F. SCHARFENBERG, D.D.S., M.S. 
Flint 4, Michigan* 





















Editor's Note: 


Ross Scharfenberg is another gradu- 
ate of the University of Detroit School 
of Dentistry who obtained his M.S. in 
Pedodontics at Ann Arbor under Ken 
Easlick. After graduation in 1945 and 
a tour of duty with the Navy in China, 
Ross entered the U. of M. under a schol- 
arship from the Mott Foundation, for 
whom he is now working at Hurley 
Hospital at Flint, Michigan. Come July, 
Ross plans on returning to his native 
Detroit to enter the private practice of 
pedodontics. There's a skeleton in Ross’ 
pedodontic closet, with the initials W. 
C. M. engraved upon the cranium—but 
that’s his story, and he'll have to tell you 
himself sometime. 

There’s a lot of food for controversy 
in this article, and we're hoping some of 
you folks will disagree with our friend 
Ross. Let us hear from the users of cop- 
per amalgam now—and have the other 


side of the picture! 
AES. | 


Dental literature contains any number of 
unscientific writings which must be dis- 
counted when appraising a filling material for 
children’s teeth. A perfect example of a 
writer's fancy is the following statement from 
“The Journal of the American Dental Asso- 
ciation” in 1932, “It is my opinion that silver 
amalgam has no place in children’s dentistry. 
As I have stated under the advantages of 
copper amalgam, silver amalgam cannot be 
placed so close to the pulp as copper amal- 
gam without causing pulp death, nor does it 
have the germicidal properties or the adapta- 
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*Mott Foundation, Hurley Hospital. 


bility to the cavity margin. Even the most 
carefully placed silver amalgam will leak at 
the margins with subsequent decay and pos- 
sible death of the pulp after a period of six 
months in the mouth of the average child.”!? 

Since recent publications on operative pro- 
cedures for children’s teeth fail to discuss cop- 
per amalgam asa filling material for children’s 
teeth, the time appears ripe to bring the older 
members of the profession up to date and to 
inform the younger members concerning cop- 
per amalgam. 

Before a consideration of this filling ma- 
terial is eliminated completely from the 
armamentarium of the dentist, perhaps the 
physical properties of copper amalgam should 
be reviewed critically and scientifically. 

By way of introduction to copper amalgam 
as a filling material for children’s teeth, it is 
best to start with a short review of the be- 
ginnings of copper amalgam. 

Copper amalgam was introduced to the 
dental profession around the middle of the 
nineteenth century. At that time the product 
was known as Sullivan’s amalgam or cement. 
It is interesting to note that the literature 
refers to the early amalgams as pastes, ce- 
ments, or stoppings, probably because of the 
plasticity of the material when first mixed. 

Because copper amalgam is a binary amal- 
gam, copper plus mercury, it is prepared most 
practically by a simple electrolytic deposition 
of the copper and mercury. In the early days 
of the profession, copper amalgam was pre- 
pared by each dentist, making it from the raw 
materials. It was used as a thick, silvery paste 
directly in the restoration of tooth structure 
where it became comparatively hardened. 

Some of the earliest observations of the 
physical properties of copper amalgam were 
made by W. V. B. Ames.! He noticed that 
restorations made from copper amalgam 
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showed a characteristic cupping or wearing 
away. G. V. Black,? in an early discussion of 
filling materials began the condemnation of 
copper amalgam with the comment, “Gen- 
erally, the material out of the filling gradually 
washes away so that the surface is first cupped 
out and finally the cavity is so nearly empty 
of its contents that a new filling is required. 
For this reason, the use of the material seems 
to have been abandoned by the profession.” 

One might wonder that a filling material 
which was all but abandoned in 1895 is still 
“mal-lingering” in the category of a filling ma- 
terial for children’s teeth! 

In a later paper, C. Jane Fraser,> demon- 
strated this property of wearing or cupping of 
the copper amalgams by showing that pellets 
of that material lost 49 per cent of their orig- 
inal weight after 50 transfers in agar plates. 
This test extended over a period of two 
years. She adds that the copper amalgam 
loses 5.8 per cent of its weight after three 
months. There has been no work reported on 
the weight loss of silver amalgams under 
similar conditions. 

In another early observation, Ward!! re- 
ported that the copper amalgams stained the 
tooth almost black due to the formation of a 
cupric oxide. 

The germicidal action of copper amalgam 
was demonstrated amply by Fraser? who 
plated out small cubes of copper amalgam on 
a culture media of 0.5 cc. of an 18 hour broth 
culture of Bacillus proteus and 10 cc. of agar- 
agar, incubating at body temperature. The 
diameter of the area of inhibition of growth 
of bacteria increased from 7 to 22 mm. on the 
fourth transfer, then decreased to 10 mm. and 
remained the same for over 50 transfers. 

Dixon and Rickert,’ checking tissue tol- 
erance of some of the dental materials showed 
in rabbit studies that copper amalgam irritated 
soft tissues. They observed a severe and active 
chronic inflammation with caseation necrosis. 
Copper amalgam induces a much more vio- 
lent reaction than did any of the other dental 
materials tested. 

Each of these workers expressed the opinion 
that the reactions noted in their experiments 
were due to the solubility of the copper amal- 
gam in a moist atmosphere. 


Concerning the physical properties of cop- 
per amalgam, Taylor’s work at the Bureau of 
Standards in Washington is important in the 
scientific study of the copper amalgams. In 
the earlier of two papers,’ he stated that cop- 
per amalgam had a continuous shrinkage for 
the 24 hours tested. In the latter paper, !° 
he has shown that the flow values are satisfac- 
tory, the crushing resistance is high but un- 
predictable, and that the surface and edges of 
test cylinders chip easily. 

Wilson,'* reporting unpublished observa- 
tions of Coggan in the Materials Laboratory 
at the University of Michigan, stated that 
there was no expansion of the copper amal- 
gam at any time and that the shrinkage varied 
from 5 to 14 microns. Wilson felt that this 
disadvantage has lead to the discontinuance 
of copper amalgam as a restorative material. 

In a careful experiment at Northwestern 
University, Wormington!'* found that by heat- 
ing the copper amalgam pellets to a minimum 
temperature of 158° C,, he could obtain a 
minimum shrinkage. This shrinkage, al- 
though at a minimum, was still 5-14 microns. 
At no time did the copper amalgam expand. 

Several men have discussed the actual set- 
ting of the copper amalgams. Shell’ has sub- 
mitted the following conception of the set- 
ting of copper amalgam. “The mercury mixed 
with copper readily forms an amalgam of defi- 
nite chemical proportions having the formula 
CuHg. It crystallizes easily and on solidifying 
becomes very hard.” Wormington!* states: 
“Presumably during heating, part of the 
CuHg is decomposed; the mercury appears, 
and the copper and any remaining CuHg is 
ground to a fine powder during trituration; 
consequently, the particle size of the ‘alloy’ 
will be so fine that a framework would likely 
be ineffective. Furthermore, it is logical to 
assume that the amount of crystallization per 
unit of time is small since these amalgams are 
notably slow in setting.” Wormington is typi- 
cal of many of the dental profession who rec- 
ognized that the copper amalgams were slow 
to set, despite the lack of scientific proof. 

In a thesis prepared for a Master’s degree, 
the author undertook to determine the early 
setting pattern of copper amalgam as com- 
pared to an acceptable silver amalgam, since 
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it was felt that the period of greatest danger 
of fracture existed within the first hour after 
the restoration is placed. Therefore, it would 
be advantageous to use a restorative material 
that sets sufficiently during the first hour to 
withstand the early stresses that a new restor- 
ation must resist. This advantage is especially 
significant in the selection of a restorative 
material for the primary teeth. Souder and 
Peters® have stated that the cusp of a tooth 
from the opposite jaw constantly striking an 
amalgam may apply an effective load of sev- 
eral thousand pounds per square inch even 
though the gross pressure is only a few 
pounds. 

Employing standardized procedures, and 
statistical tests on a large number of samples, 
this author submitted the following conclu- 
sions on the setting pattern of copper amal- 
gam: 

1. Copper amalgam does not set as rapidly as 
silver amalgam under any of the manipu- 
lative conditions investigated. 

2. The setting pattern of copper amalgam 
varies with the method used to heat the 
pellets. 

3. Copper amalgam sets more rapidly as one 
approaches a minimum temperature to 
heat the pellets for trituration. 

4. Setting eccentricities exist in the copper 
amalgams regardless of the manipulation 
of the pellets, making it difficult, if not 
impossible, to produce copper amalgam 
samples or restorations of identical char- 
acteristics. 


Discussion 

A discussion of the findings in this study 
logically may take the form of a rebuttal to 
the first quotation in this report. The state- 
ment has been made that copper amalgam can 
be placed closer to the pulp than silver amal- 
gam, yet Ward!! shows that cupric oxide has 
been found in the pulp chamber itself and that 
cupric oxide is a painless devitalizing agent. 
Gurley and Van Huysen® placed red copper 
cement in a dog’s teeth and sectioned these 
teeth after 43 days. These sections showed 
extreme pulp damage in that there were local- 
ized areas of heavy cellular infiltration. Gur- 
ley and Van Huysen’s® work also adds evi- 


dence that copper compounds are not toler- 

ated in tooth tissue. Easlick* suggests that any 

metallic filling will kill the pulp if placed close 
enough to it. 

Any consideration of the adaptability of 
copper amalgam to the cavity margins, as 
raised by Wampler!?, cannot ignore the con- 
traction of copper amalgam upon setting and 
the slight expansion of the silver amalgams 
which renders the silver amalgam the tighter 
plug. 

It has been demonstrated amply by Ames! 
and Black? that copper amalgam washes out 
in the mouth. For this reason, the anatomical 
contour of the surface of the restoration will 
soon be lost and an altered occlusion possibly 
will develop. Some evidence of drifting and 
tipping of teeth adjacent to a proximal res- 
toration of copper amalgam may be detected 
because of the solubility of that filling ma- 
terial in oral fluids. The wearing away of a 
restoration at the contact area permits inter- 
dental impactions of food. 

Copper amalgams do not retain their luster 
in the mouth as well as silver amalgams. Of- 
ten they will turn to a dark blue-green or 
black due to the oxides that are readily formed 
on the surface. Not only is the restoration 
stained, but the surrounding tooth structure 
as well, due to the infiltration of copper salts 
into the dentinal tubules. 

Inasmuch as some writers? have shown 
that living tissue reacts quite markedly to 
copper amalgam, there would seem little basis 
for the claim that copper amalgam can be 
placed nearer to the gum than silver amalgam 
without irritation. 

In work done at the University of Michi- 
gan, the author showed that copper amalgams 
were slow and unpredictable in their setting 
patterns. 

Conclusions 

The preceding discussion of scientific in- 
vestigations concerning the various properties 
and characteristics of copper amalgam per- 
mits the following conclusions: 

1. Regardless of the manipulation, copper 
amalgam sets more slowly than silver 
amalgam. 

2. Copper amalgam always contracts upon 
setting. 





Copper amalgam is germicidal simply be- 
cause it is slightly soluble in oral fluids. 


Since copper amalgam is soluble, it tends 
to wash out of the cavity. 


Experimentally copper amalgam was 
shown to cause marked tissue reactions. 


Since it is slow to set, copper amalgam is 
difficult to pack and also it is difficult to do 
anatomical carving. 


Copper amalgam does cause a staining of 
tooth structure. 
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The American Board of Pedodontics 


The following candidates successfully completed the four parts of the examina- 
tion given by the American Board of Pedodontics, February 11-12, 1949, at North- 


western University, School of Dentistry: 


1 Willard Towers Hunnicutt, Atlanta, Georgia. 
2. Joseph Burton Peabody, Houston, Texas. 

3. Vincent Merrill Johnson, Atlanta, Georgia. 
4. Sidney Irving Kohn, Jersey City, New Jersey. 
5. Hugo M. Kulstad, San Francisco, California. 





Ralph L., Ireland, Secretary, 
American Board of Pedodontics. 
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SPECIAL BULLETIN 


American Society of Dentistry for Children 
San Francisco — October 15-16, 1949 


Taking a vacation away from your regular routine to attend a Convention isn’t a luxury, 
it’s an investment in good health. You will agree that one of the nicest things about a con- 
vention is meeting old friends and making new acquaintances. New friends are more easily 
acquired in the comfortable and pleasant environment of trains. 

Round trip first class ticket from Chicago, Ill., to San Francisco, Calif., and return, will 
cost including Federal Tax, $131.39. To this you will add round trip local fare from your 
home city to Chicago. 


Lower standard berth, one or two, including tax, one-way....... $20.99 
Upper standard berth, one, including tax, one-way............. 15.99 
Bedroom for two (lower and upper), including tax, one-way.... 46.17 


Compartment for two (lower and upper), including tax, one-way 59.17 
Drawing Room, for two, three or four, including tax, one-way.. 79.81 

The round trip rail fare of $131.39 permits routing of ticket at time of purchase of trans- 
portation to return via any other direct line from San Francisco, also to return via Portland or 
Los Angeles, thence the Union Pacific, or any other direct line to Chicago at no additional rail 
fare. Pullman fares for the return direct are the same as shown above — slightly higher for 
return via Portland and Los Angeles if night time travel is used between these points. 

Enroute to the American Society of Dentistry for Children meeting in San Francisco, we 
cordially invite you to name the Chicago and North Western—Union Pacific—and Southern 
Pacific as your official route from Chicago. The above lines operate through trains from Chicago 
including the Streamliner, “City of San Francisco,” Overland Limited and the Gold Coast. 
Daily schedules are as follows: 
Streamliner, “City of San Francisco” Leaves Chicago Arrives San Francisco 

(This is an extra fare train, there being a 7:30 P.M. 9:00 A.M. 2nd day 

service charge of $17.25 including tax 

in one direction ) 
Overland Limited 8:00 P.M. 6:50 P.M. 2nd day 

(This is a standard first class train 

Diesel powered non extra fare) 
Gold Coast 8:10 P.M. 8:50 A.M. 3rd day 

(Standard conventional type first class 

train) 

Equally good service is available returning via the above lines either direct from San 
Francisco or via Los Angeles or Portland. 

Should the membership response indicate a large enough number planning to go via rail 
to justify the operation of a special train, the above lines will lend us every assistance. 

Please return the attached coupon, if you are interested in joining the A.S.D.C. group in 
travel from Chicago to San Francisco. 





Dr. Melvin A. Noonan 
141 South Bates 








Birmingham, Michigan 
Name 
Address. 
Number Street 
City. Zone State 





Number of Reservations 




















etn, 

















Editor’s Note: 


This discussion by John Fulton is the 
expression of deep thought on a subject 
so often overlooked by us dentists. As 
you read it deliberately, picture its au- 
thor as a serious fellow, born in Ohio 
and graduated from Ohio State Univer- 
sity School of Dentistry in 1925, who 
spent seven years in private practice, 
several more years in public health den- 
tistry in Ohio and Connecticut and is 
now with the Children’s Bureau in 
Washington, D.C. 

Doctor Fulton’s silver wedding anni- 
versary is to be celebrated in 1950, about 
the time his daughter will be a senior in 
high school, and since his avocation is 
music, choral composition and arrang- 
ing, perhaps we'll help him celebrate it 
in song! At any rate, let us have more 
of these articles from you, Doctor Ful- 
ton. 
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Thoughtful people, for many years now, 
have been concerned about the lag between 
the great advances made in our physical and 
biological sciences and their application to 
the science of society. Since 1900 there have 
been developed automobiles, aeroplanes, ra- 
dio, television, and hydro-electric power—to 
name but a few. Most of knowledge concern- 
ing nutrition, metabolism, endocrinology, 
focal infection, and antibiotics has likewise 
developed during this period. To point out 
that these things have made a tremendous 
impact on our society is resorting to the ob- 
vious. Yet in looking at our social structure it 
is doubtful if it is so obvious after all. Socially 


*Dental Services Adviser, Federal Security Agency, 
Children’s Bureau. 
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Dentistry’s Greatest Challenge: The Emotional Security 
F of Children 

‘ JOHN T. FULTON, D.DS.* 

Washington, D. C. 
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we are still using a pattern that is as ancient 
as the human race; periodically settling our 
differences with wars. The last 35 years have 
produced 2 of these wars. This is an extreme- 
ly dangerous social pattern—particularly now 
since our great scientific achievements have 
shrunk the world and have made all peoples 
close neighbors to the point where what af- 
fects one affects all. Most of us have not 
clearly understood that. We have decried 
wars; we have been worried and annoyed by 
wars; but the main reaction has been one of 
temporary inconvenience. 

On August 6, 1945, however, we entered 
the atomic age. Not only did the atomic bomb 
of that day level Hiroshima,' but it blasted 
us out of our complacency. As Brock Chis- 
holm has so vividly said: “The new and effi- 
cient methods of killing—the atomic bomb, 
and far beyond that the horrible potentialities 
of biological warfare—have produced a world 
situation where it becomes quite clear that our 
previous methods of competitive survival 
have become utterly obsolete.”? 

We stand at the crossroads. There is no 
turning back. It is no longer possible to hang 
on to ideas which in the past promised us 
security. We all face a simple but deadly equa- 
tion: warfare, plus the atomic age, equals 
suicide. To survive, we must have new social 
patterns; find means of settling our differ- 
ences other than by war; learn to get along 
with all peoples; learn how to live as world 
citizens. 

But to ordinary people this objective in it- 
self is frustrating. What can I, John Q. Den- 
tist, do or say which will make the slightest 
impact on the drift of events? How can my 
weak ideas compete against the powerful 
forces now abroad in the world? Am I not 
caught in a flood of circumstances that sweep 
me along like driftwood, whether I like it or 
not? 
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Salzmann in the introduction to his book 
on Public Health Dentistry says: “Dentistry 
has always tried to meet the demands of man- 
kind. It has borrowed freely from the other 
arts and sciences in its endeavor to add its own 
share to the alleviation of human ills and to 
the preservation of health. Throughout its 
existence dentistry has always been a product 
of its age.”> Surely with this heritage, dentists 
—both individually and collectively —can 
make a great contribution to this present need 
of society. 

Suppose we examine the problem. Basical- 
ly, in order to survive, the world needs mature 
people. Chisholm emphasizes that “never so 
far in the history of the world have there been 
enough mature people in the right places.”* 

Maturity, according to Strecker and Appel, 
calls for reliability, endurance, cooperation, 
tolerance, adaptability and good judgment.’ 
The opposite of this maturity constitutes the 
well known neurotic symptoms of prejudice, 
isolationism, unreasonable emotions, exces- 
sive desire for power, excessive fears, ven- 
geance and the refusal to face unpleasant facts. 
Most people in the world today are living that 
kind of maladjusted life. And it therefore 
seems pertinent to inquire, “Why?” What 
are the factors that now prevent people from 
reaching such maturity? 

We are all familiar with physical growth; 
how it progresses gradually through a stage 
by stage development. We also clearly under- 
stand that this growth takes place only when 
certain basic needs are met. Air, food, water, 
rest, clothing and shelter must be supplied if 
we expect to reach adulthood. 

The psychological needs of growth, how- 
ever, are not so clearly understood, although 
they are just as vital and important. Security, 
pleasure, satisfaction, love, esteem, achieve- 
ment; all these are basic too.6 They feed our 
emotions and how well they are supplied, 
particularly in childhood, determines our 
adult behavior. Recognizing the difficulties 
that face us ofttimes in securing food, cloth- 
ing and shelter (witness Europe at the present 
time), it is much harder to satisfy our emo- 
tional needs in present day society.’ From 
birth to death we are constantly stimulated to 
seek satisfactions, yet the very nature of our 


existence blocks our efforts. The society into 
which we are born has certain modes of con- 
duct to which we are expected to conform. 
Even infants experience this. The baby is not 
very old before he has the brakes applied to 
his desires. He must eat supplementary foods, 
control his elimination, and learn to rest at 
certain times and for definite periods! 

As the child grows he is constantly finding 
his drives for satisfaction frustrated. He 
learns, often the hard way, that the family 
members have standards which more or less 
conform to the broad social concepts of the 
day and as a member of that family he must 
not get out of line.? You just don’t pull pic- 
tures off the wall, throw stones through the 
windows or trample the neighbors’ flowers— 
not and be acceptable to society. There are 
times when you get a needle shoved into your 
arm, keep quiet in church, or take a bath 
whether that’s your idea of pleasure or not. 
These parents, on whom you instinctively 
learn for security, shower love and affection 
on you one minute and then suddenly paddle 
your “derriere”! It is all very frustrating. You 
are bound to get hostile and rebellious.? Chil- 
dren often manage to find outlets for their 
pressures which are socially acceptable. A 
person, to succeed in our culture, needs de- 
termination, strength and will, all of which 
are exercised by blocks and resistance. There- 
fore the conflicts which develop out of the 
social situation in which a person lives will 
produce compensatory behavior which is 
sometimes bad but more often good.'° At 
all events, the process of growth and develop- 
ment includes a great amount of emotional 
adjustment which must be seen in the context 
of the child’s whole life. 

The parents are the most important factors 
in the child’s environment. Children identify 
themselves with adults whom they admire 
and love. But a completely:happy home life 
is predicated upon emotionally satisfied and 
therefore well adjusted parents. Unfortunate- 
ly, thwarted desires, social frustrations, defeat- 
ism, loss of ideals and incompatibility, are all 
too common in our homes nowadays. Because 
such family tensions threaten the very founda- 
tions of his security, the child brought up in 
such an atmosphere is invariably faced with 
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many adjustment difficulties. The parent’s 
needs, his unrealized desires, his hopes, his 
ambitions, his pain, his fears—all these be- 
come a part of his child.® It is the combina- 
tion of unpleasant early conditioning with 
adult conflict situations which produce brok- 
en personalities.’ 

The golden time to eradicate dangerous 
emotional problems lies in childhood. It is 
far easier then, than at any other period in life. 
The well adjusted child stands a much better 
chance of becoming and remaining a well ad- 
justed adult, even though subjected to frustra- 
tions.® 

In the light of all this, does dentistry have 
a part to play? That is, can the dentist, by his 
everyday practice efforts, enable people to do 
a better job of fitting into society and coping 
with environment? 

1. In the first place, practically everybody 
has dental problems and sooner or later seeks 
out the dentist. 

2. Secondly, dental diseases are very active 
in children, so that dental care is necessary at 
the period when metal hygiene measures are 
the most productive. 

3. Thirdly, and most important of all, the 
dentist, through his professional standing, 
occupies a postion of trust and confidence in 
his community. People have respect for his 
judgment and faith in his integrity. 

The dentist, therefore, has the opportunity 
to play a vital role in preparing people to face 
the desperate needs of our societ;. 

Just how can he make this contribution? 
Let us look at the two principles of positive 
mental hygiene as stated by Carl Rogers, one 
of the eminent psychologists of our day.!! 

1. “Maintenance of good physical health. 
Behavior and adjustment involve the activity 
of the body as a whole.” 

Certainly no one doubts that dentistry has 
a lot to offer in the maintenance of good phy- 
sical health. Furthermore, we can certainly 
agree that good dental health is best achieved 
by giving adequate dental care to young chil- 
dren on a continuing year after year basis. 
Despite these facts, however, there is plenty 
of evidence that children are getting nowhere 
near the amount.of dental care they need and 
that the bulk of the available dental office time 


in our country is going to adults. There are 
good reasons for this situation, the chief of 
which is the very complex problem of emo- 
tional behavior. 

Dentists find out in a hurry that man is an 
emotional creature and cannot be dealt with 
strictly from a biological point of view. Most 
dentists as they learn from experience develop 
practical psychological technics as a necessity 
of practice management. They may not label 
these procedures as psychology; indeed often 
they are not aware that they are applying psy- 
chological methods; nevertheless, in order to 
get the job done, they are forced to devise 
ways of dealing with behavior problems. All 
too often, particularly if dental operations be- 
come ends in themselves, behavior manage- 
ment is an annoying, irritating headache. I 
am inclined to believe that this fact, more 
than any other one thing, is responsible for 
the small share of dental service which goes 
to children. 

Unquestionably the scientific work which 
has been offered to the dentists to improve 
their technics in pedodontics has increased 
the quantity and quality of dental care for 
children. But technics are not enough. Den- 
tistry for children loses its drudgery and be- 
comes fascinating when behavior problems 
are viewed, as Hartsook says so well, “in order 
that the child, the family and the dentist enjoy 
the optimum benefit from the services that 
the dentist is prepared to furnish.”!? 

If we realize that the child entering the 
dental office for the first time is, more often 
than not, unprepared emotionally; if we re- 
alize that he is filled with anxiety over any 
new and unknown situation that may threaten 
his security; if we try to be a consistent, steady- 
ing influence for him; if we understand that 
guiding him through new dental experiences 
wisely, will bolster his ability to make deci- 
sions and resolve conflicts in other new situa- 
tions; then dentistry for children can become 
one of the most satisfying aspects of dental 
practice. We cannot predict what our chil- 
dren will face in the coming years. All we 
can hope to do is prepare them to meet situa- 
tions with enough judgment to make wise 
decisions and not to “crack up” under changes 
that must be faced. 
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Another important aspect of good dentistry 
for children is the personal satisfaction de- 
rived from practicing what has been called 
“scientific dentistry.” There is no romance in 
“plugging holes in teeth” or lancing “gum 
boils.” To approach your work in relation to 
the developing occlusion; to diagnose the case 
in respect to the stage of growth of the teeth 
and jaws, and according to tests of caries sus- 
ceptibility; to plan your treatment on the 
basis of such preventive technics as fluorine, 
space maintenance or the interception of oral 
habits, not only furnishes a high quality of 
service to your patients, but makes your job 
much more meaningful and important in your 
own eyes. Nothing is more devastating to a 
man’s personality or makes a person neurotic 
any quicker than to lose his own self-respect. 

2. Dr. Rogers’ second principle states: “A 
confidential relationship with some other per- 
son. One of the most appropriate means of 

educing tension is talking about one’s diffi- 
culties.” 

Surely the dentist is in a position to be 
helpful in this area. Granted that full ap- 
pointment books and the constant pressure of 
practice makes “gabbing” an annoyance, I re- 
peat that people have faith in, and respect for, 
their dentist. Particularly do they respect his 
willingness to listen sympathetically as he 
goes about his work, and shows interest in his 
patients as persons. Parents have anxieties 
and fears and frustrations too, and just talking 
to an understanding listener is a great safety 
valve. Brusqueness or sarcastic reprimands, 
more often than we think, only intensify the 
guilt and anxiety of a mother who is already 
insecure and inadequate. At its best parent- 
hood is not easy. Nina Ridenour says, “Prob- 
ably far more problems are created by parents 
out of their desire to improve their children 
than from any amount of negligence, indiffer- 
ence, or just pure cussedness. Therefore, it is 
safer to assume that parents want to do the 
right thing, and, incidentally, far more effec- 
tive.”!3 

Another important area of parent educa- 
tion concerns the factual basis of our informa- 
tion. Chair-side education is probably the 
most effective method of teaching dental 
health but only if the facts are straight. No 


good end is served, either to the patient or to 
the dentist by such statements as “We'll leave 
those baby roots alone because they'll hold a 
space for the permanent teeth” or “If you had 
taken calcium tablets when you were carrying 
this child, he wouldn’t have these cavities 
now.” A lot of myths are still alive about 
dental causes and effects and much good will 
be served if dentists eliminate them and stick 
to information which has a scientific basis in 
fact. 

We may conclude, then, that dentistry can 
add its weight to others who are working with 
children in this matter of changing the course 
of society. Granted that human behavior is a 
complex thing which does not lend itself to 
superficial analysis; granted that frustration 
and maladjustment is the rule rather than the 
exception; granted that the scope of the prob- 
lem is staggering; still, the world is at the 
crossroads, its only hope being that the chil- 
dren coming on will be emotionally mature; 
at least mature enough to resolve the world’s 
difficulties without bloodshed. 

Dentistry can set its sights high. It can 
raise a standard and work toward it. It can 
make dental care a means to a much larger 
end. It can resolve to make every child better 
able to face the social problems which will 
inevitably confront him. 
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Scientific Program: San Francisco, Calif., October 14-15, 1949 
College of Physicians and Surgeons, Postgraduate Division 
EVALUATION OF CLASS TWO AMALGAM RESTORATION 
TECHNICS FOR INCIPIENT CAVITIES IN PRIMARY 
MOLAR TEETH 


FRIDAY, OCTOBER 14 


8:30-9:15 Registration with Secretary 
9:15-10:45 Essential Histo-chemistry of Primary Molar Teeth (Pulp, Dentin, Enamel ) 
Dr. James Nuckolls 
10:45-11:45 Morphology of the Primary Molar Teeth............... Dr. Carl . Ellertson 
12:50-1:00 Registration with Secretary 
1:00-1:50 Maxillary 1st Primary Molar: Operative Procedures for Class Two Amalgam 
Cavity Preparation (DO and/or MO), Toilet, Matrix Selection and Adapta- 
tion, Amalgam Manipulation, Condensation, and Finish 
Dr. H. K. Addelston 
1:50-2:20 Group Discussion (30 minutes) 
2:20-3:10 Maxillary 2nd Primary Molar: Operative Procedures for Class Two Amalgam 


Cavity Preparation (MO and/or DO), Toilet, Matrix Selection and Adapta- 
tion, Amalgam Manipulation, Condensation and Finish 
Dr. Alfred E. Seyler 


3:10-3:30 Group Discussion (20 minutes) 
3:30-4:20 Mandibular 1st Primary Molar: Operative Procedures for Class Two Amalgam 
Cavity Preparation (DO and/or MO), Toilet, Matrix Selection and Adapta- 
tion, Amalgam Manipulation, Condensation and Finish 
Dr. Charles A. Sweet 
4:20-4:40 Group Discussion (20 minutes) 
4:40-5:30 Mandibular 2nd Primary Molar: Operative Procedures for Class Two Amalgam 
Cavity Preparation (MO and/or DO), Toilet, Matrix Selection and Adapta- 
tion, Amalgam Manipulation, Condensation and Finish 
Dr. Geo. W. Teuscher 





5:30-5:50 Group Discussion (20 minutes) 
SATURDAY, OCTOBER 15 


9:00-9:15 Registration with Secretary 
9:15-12:00 Ten Minute Reviews: 

Dr. Lyle S. Pettit: The Histologic Implications for the Class Two Cavity 
Preparation in Primary Molar Teeth 

Dr. Henry M. Wilbur: The Morphologic Implications for the Class Two 
Cavity Preparation in Primary Molar Teeth 

Dr. W. W. DeMeritt: The Implications of Mechanical Stresses for Class 
Two Cavity Preparations in Primary Molar Teeth 

Dr. Ralph Ireland: Evaluation of the Various Operative Procedures Pre- 
sented Previously on the Basis of: 

(1) Their simplicity of performance. 
(2) Their consideration for living tissue and morphology 
of the teeth. 
(3) Their consideration of mechanical stresses. 
(4) Their consideration of the physical properties in the 
manipulation of the amalgam. 

Chairman: Summary of controversial points and areas of research needed, 
followed by group discussion and adoption of a set of scientific prin- 
ciples for Class Two amalgam restoration technics for incipient caries 
in the primary teeth. 

1:00-3:00 Business Meeting 





Joseph T. Hartsook, Program Chairman. 
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Ranges of Normalcy in the Eruption of Permanent Teeth 


V. O. HuRME, D.M_D. 
Forsyth Dental Infirmary, Boston, Mass. 











EDITOR'S NOTE: | 


Veikko O. Hurme is a member of the 
dental profession who maintains that 
his graduation, cum laude, from Tufts 
College Dental School did not make 
him a master of the basic sciences un- 
derlying dentistry. He has, accordingly, 
spent a major portion of his post- 
graduate years in research and educa- 
tion. After serving as an Instructor in 
Operative Dentistry on the staff of his 
Alma Mater, Doctor Hurme proceeded 
to carry on research work at the School 
of Medicine of Yale University while 
gaining practical experience with sto- 
matologic problems as the Resident 
Dental Surgeon at the New Haven Hos- 
pital. During the war he held an Assist- 
ant Professorship in Operative Dentist- 
ry at the University of Illinois, which 
position he relinquished in 1946 in 
order to become the Director of Clinical 
Research at the Forsyth Dental Infirma- 
ry for Children in Boston. His fondest 
hope is to assist Doctor Howe in show- 
ing the world that the problem of den- 
tistry is a biologic problem, which 
requires thorough investigation of all 
physiologic phenomena if we intend to 
gain some understanding of health and 
disease in the oral tissues. 





M. M.C. 
LD 
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Time and again the practitioner of pedo- 
dontics is beset with confusion when he tries 
to decide whether a given child is “fast” or 
“slow” in obtaining his permanent teeth. If 
he is industrious enough to look up the lit- 
erature on the subject he may find that his 
confusion will increase in a direct ratio to the 
number of publications consulted. 








This paradoxical state of affairs is due, in 
part, to the fact that few of the published 
tables which give the chronology of the 
human dentition corroborate each other. The 
degrees of mutual disagreement vary, de- 
pending on the tables compared, but even 
those exhibiting a high degree of mutual 
similarity do not corroborate: each other in 
every detail. Another source of irritation for 
the general practitioner is the almost uni- 
versal failure of the chronological tables to 
give any information regarding the degree of 
variation that may be expected in examining 
sizable groups of healthy boys and girls. The 
existence of sex differences in the eruption of 
the teeth is likewise generally ignored. 

In an attempt to bring some order into this 
chaotic field of academic knowledge the 
author has reviewed as much literature as he 
has been able to locate on the subject of the 
chronology of tooth eruption. This biblio- 
graphic research has necessitated getting ac- 
quainted with the contents of an extensive 
list of domestic and foreign reports released 
during the past one hundred years. All in all 
the author has found some twenty-four ar- 
ticles which contain scientifically valuable 
contributions dealing with the time of erup- 
tion of the permanent teeth. These articles 
record the results of research efforts carried 
on in eight different countries by people in- 
terested in dentistry, anthropology, or edu- 
cational psychology. The statistical material 
contained in them represents a study of more 
than 93,000 children examined either in the 
United ‘States or in some European country. 
Analysis of these data has not been easy; 
numerous technical difficulties were encount- 
ered which will be discussed in detail in other 
publications. Only the findings of greatest 
interest to the practicing dentist will be pre- 
sented here. 

An inspection of the twenty-four carefully 
selected reports mentioned above makes it 
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evident that, in spite of the discrepancies 
found between various individual reports, it 
is altogether feasible to subject the accumu- 
lated data to further mathematical treatment 
for the purpose of deriving certain universal 
standards of tooth eruption for White chil- 
dren living in the northern temperate zone. 
The data certainly are extensive enough for 
attempting such computations. Most of the 
published statistics are the result of examin- 
ing boys and girls descended from popula- 
tion groups originating in northern and west- 
ern Europe. There was very little danger, 
therefore, of confusing the picture by dealing 
simultaneously with several markedly dis- 
similar ethnic groups. 

In the course of graphing the data on the 
various morphological classes of permanent 
teeth it soon became clear that there was sur- 
prisingly little disagreement between differ- 
ent authors in some matters. It is necessary 
to keep in mind that the contributions ana- 
lyzed by the author represent the labors of 
men who not only studied children living in 
different geographical areas, but who also 
utilized slightly different methods of exami- 
nation and recording and who published their 
findings more or less independently of each 
other during a period of almost one hundred 
years. To find any degree of harmony between 
such reports is a matter of considerable sig- 
nificance. 

The amassed data revealed no sex differ- 
ences in the ranges of variation in tooth erup- 
tion. If such differences exist, they are beyond 
doubt too slight to be detected by any but the 
most painstaking methods of examining large 
groups of children. For all practical purposes 
today one may consider the ranges of nor- 
malcy as of equal extent in both boys and 
girls. The age limits between which a cer- 
tain percentage of boys obtain their mandibu- 
lar first molars are just as many months apart 
as the age limits between which a like per- 
centage of girls obtain the same tooth. The 
fact that girls erupt their teeth on an average 
about 5 months earlier than the boys does not 
alter the situation. A statistician would ex- 
press this finding by saying that the standard 
deviations for a particular class of teeth are 
the same for both sexes. 


The chronological table on page 13 gives 
the same standard deviations for both sexes 
for each individual class of teeth. The main 
point which the practitioner of dentistry 
needs to know about the standard deviation is 
that it is the biometrician’s method of ex- 
pressing the amount of variation about an 
average, or mean. In Table I a standard de- 
viation multiplied by two gives the number 
of years during which the majority of chil- 
dren “cut” a given tooth. Since normalcy is 
generally gauged in terms of conformity to an 
established: rule or standard, it follows that 
normalcy in tooth eruption must be measured 
in terms of what generally takes place in the 
total population. The limits of such normalcy 
are set automatically by the preponderant ma- 
jority of the population and for convenience’ 
sake biometricians have agreed to consider 
68.26 per cent of a group as representing the 
major portion of that group. 

Another surprising finding was the dis- 
covery of relatively small differences in the 
degree of variability when the separate com- 
pilations of statistical data for a given class of 
teeth were compared with each other. For 
instance, when the data for the maxillary 
canines were plotted on graph paper, the re- 
sultant curves were of the same general shape 
regardless of the author whose figures were 
utilized. Ir was obvious that the degrees of 
variation in tooth emergence could be de- 
termined with a high degree of reliability for 
each class of permanent teeth. By expressing 
this normally occurring variability in terms of 
standard deviations it was possible to get a 
clear-cut picture of the characteristic behavior 
of different tooth “populations.” 

The individualism of tooth “populations” 
is revealed in a striking manner by the stand- 
ard deviations shown in Table I. Whereas it 
takes only 2 times 0.80 years., or 1.60 yrs., 
for the first molar teeth to be present in the 
mouths of 68.26 per cent of boys and girls, 
it requires no less than 3.36 years for the 
mandibular second premolars to appear in an 
equal majority of children. It is far more dif- 
ficult to predict the eruption of the second 
premolars than it is to predict that of the first 
molars. Although some tables of tooth erup- 
tion intimate this fact in a vague manner, the 
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Table I Eruption standards for the permanent teeth of 
White children living in the northern. Lemperate zone. 







































































| ‘ae PH Tooth Mean ages of _ Sands ved Pe a es 
Max.|Mand.| Boys | Girls |(teth sexes)) 
years years years years 
1 - | My, | 6.21 5.94 | 0.80 0.27 
2 ai: 6.40 622 | 0.80 0.18 
3 ° I, 6.54 6.26 | 0.78 0.28 
4 I, - 7.47 720 | 0.81 0.27 
5 - I, 7.70 7.34 0.88 0.36 
6 ke - 8.67 | 820 | 0.98 0.47 
7 bys | Pm, | - | 1040 | 10.03 | 147 | 0.37 
Senis| ° Cc | 1079 | 986 | 127 | 0.93 
9 - Pm, | 10.82 | 10.18 | 1.47 | 0.64 
10 Pm, | - 11.18 | 1088 | 1.57 0.30 
11 - Pm, | 1147 | 10.89 | 1.68 0.58 
12 Cc * 11.69 10.98 1.37 0.71 
13 . Mz | 12.12 11.66 1.36 0.46 
14 M, | - 12.68 | 12.27 | 1.37 0.41 
Average sex difference™_ girls earlier than boys Ph geil! 











*% Difference between mean ages of emergence for boys and girls. 
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precise degrees of variability have not been 
known before. 

The individualism of different classes of 
teeth was revealed further after the mean ages 
of tooth emergence had been computed for 
boys and girls. The aggregate material have 
reasonably good proof of the existence of un- 
equal sex differences in the emergence of the 
various permanent teeth. Although a few au- 
thors have stated that the teeth of an average 
girl erupt 3 to 5 months earlier than the cor- 
responding organs of an average boy, almost 
no one has pointed out that the actual amount 
of female precedence generally depends on 
the tooth in question. Table I indicates the 
smallest sex difference (0.18 yrs.) between the 
eruption of the maxillary first molars and the 
greatest (0.93 yrs.) between the eruption of 
the mandibular canine teeth. It may be ob- 
served here that the “retarded” eruption of 
canines in the male has been of interest to 
anthropologists for some time. 

As remarked in the introduction of this 
paper, no general agreement could be found 
between various researchers regarding the 
exact mean (or average) ages of tooth emer- 
gence. Several factors are responsible for con- 
fusion in this matter and it would be impos- 
sible to discuss them all within the limits of a 
brief paper. The existence of unequal degrees 
of variation in the eruption of different class- 
es of teeth in normal boys and girls accounts 
for some of the discrepancies found in pub- 
lished dentition schedules. Failure to pay at- 
tention to the normally occurring deviations 
in compiling data has led to undependable 
conclusions in the interpretations of results. 
Likewise, failure to publish separate tabula- 
tions for boys and girls has resulted in much 
vagueness regarding the age limits of "nor- 
malcy” in the two sexes. 

The mean ages of tooth emergence com- 
puted by the author represent universal 
standards derived from the select statistical 
material mentioned earlier. It is doubtful 
whether appreciably better standards can be 
evolved until much more biometrically re- 
liable data have been compiled in several dif- 
ferent parts of the world. The figures in 
Table I deal with tooth “emergence,” for only 
data on teeth “erupted or erupting” were 


utilized. For the sake of accuracy the ages, 
standard deviations and sex differences have 
been expressed decimally, in terms of years. 


Table IL. Age limits between which 68.26 per cent Pa 
White children erupt variovs permanent teeth. Third molar 
data are not jneluded. 






MAXILLA 


Age limits of 
“normal” tooth emergence 
in terms of years and months 






MANDIBLE 


Table II, above, has been constructed so 
as to be of the greatest usefulness to the 
dentist at the operating chair. It gives the 
age limits between which 68.26 per cent of 
all boys and girls are most likely to “get” 
their permanent teeth. These age limits were 
calculated by adding or subtracting one 
standard deviation from the mean age of 
tooth emergence and then expressing the age 
in terms of the nearest year and month. Teeth 
which erupt either before or after these ages 
are definitely suggestive of unusual activities 
and the practitioner has every right to look 
upon them as being outside the limits of 
the ordinary. Most instances of pathologic 
acceleration and retardation should fall out- 
side these age limits. 

The validity of the standards presented in 
this paper appear confirmed by the observa- 
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tions made so far at the Forsyth Dental In- 
firmary. The mean ages of tooth eruption do 
not deviate greatly from the figures given by 
Cattell on Boston children and Klein, Pal- 
mer and Kramer on Hagerstown, Maryland, 
children. The standard deviations computed 
by the author confirm, in the main, those ob- 
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American Society of Dentistry for Children 
Partial Program — San Francisco 


October 16, 1949 — Sunday — 9:30 A.M. to 12 Noon 


PANEL DISCUSSION—‘Problems Pertinent to the Practice of Pedodontics.” 
Huco M. KuLsTAaD, D.DS., Program Chairman 


PARTICIPANTS 


ORAL PATHOLOGIST—Herman Becks, M.D., D.DS., Professor of Dental 
Medicine and Chairman of the Division, College of Dentistry, University of 
California; President, Annual Seminar for the Study and Practice of Dental 


NUTRITIONIST—Michael J. Walsh, M.Sc., F.R.LC., A.LCL.E., Consulting 
Nutritionist, Author, Lecturer; Professor, University of Southern California, 


PSYCHIATRIST—To be named at a later date. 


ORTHODONTIST—George W. Hahn, D.DS., Past President, California State 
Dental Association, Past President, Berkeley Dental Society, Assistant Clinical 
Professor of Orthodontics, University of California Dental College. 


PEDIATRICIAN—Crawford Bost, M.D., Associate Clinical Professor of Pediatrics, 
University of California Medical School; District Chairman, American 


PEDODONTIST—Kenneth McKinnon, B.S., D.DS., President, Marin County 
Dental Society; Director, Northern California Unit, American Society of 
Dentistry for Children; Instructor, Pedodontics, College of Dentistry, 


PEDODONTIC EDUCATOR—Charles A. Sweet, D.D.S., Past President, American 
Society of Dentistry for Children; Diplomate, American Board of Pedodontics, 
Director of Postgraduate Pedodontic Department, College of Physicians and 


MODERATOR 
ALFRED E. SEYLER, B.S., D.DS., F.A.C.D., President and Editor, A.S.D.C. 


tained by Klein and co-workers. Since these 
two reports represent the most careful work 
done on this continent up to the present time, 
there is no reason for believing that the 
standards offered in this paper are not appli- 
cable to the study of dental maturation ip 
American children of white parentage. 
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Report on the Dental Phase of the First National Conference 
on Cerebral Palsy 
SYLVIA ZAPPLER, M.D., D.D.S.* 
White Plains, New York, N. Y. 





{ Dentistry and the Cerebral Palsied Child 








Cerebral Palsy (known by the laity as Spas- 
tic Paralysis) is a group of pathologic states 
where muscular control is impaired or lost. 
It is the result of variations in the develop- 
mental structure of the brain, injury to the 
brain tissue during difficult birth, or injury 
following infectious diseases such as measles, 
whooping cough, meningitis, encephalitis, 
etc. Lately, the R. H. factor has also been sug- 
gested as a possible causative agent. 

There are many types of Cerebral Palsy. 
The five main types in order of frequency of 
occurrence are: 

1. Spasticity, which accounts for 50% of 
all the cases; 

2. Athetosis, in which constant involun- 
tary movements occur, accounting for 35% 
of cases; 

3. Ataxia where there is inability to re- 
tain balance and hold posture; 

4. Tremor; 

5. Rigidity. 

The damage to the brain cannot be re- 
paired, but the patient can be helped to over- 
come some of his disabilities by various ther- 
apeutic methods, viz.: physio-therapy, psycho- 
therapy, surgery, speech training, drug ther- 
apy, etc. According to Wintrop M. Phelps,t 
50% of the cerebral palsied can thus be made 
useful members of society. 

There are today in this country 500,000 
people afflicted with Cerebral Palsy. They 
are spoken of as “the forgotten half million,” 
since, until recently, the public has shown 
very little interest in this condition. 200,000 
of the 500,000 mentioned are under 21 years 
of age. Each year 10,000 children are born 
with this affliction. A recent survey by Dr. 
M. Lovin of the Health Department, County 


*Member of the Exec. Comm. of the Dental Guidance 
Council for Cerebral Palsy. 


tMedical Director, Children’s Rehabilitation Institute, 
Cockeysville, Md. 
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of Schenectady, showed that New York State 
has 22,000 cerebral palsied who are perma- 
nently crippled (i.e. twice as many as Polio 
victims). 


“The dental problem of cerebral palsieds is 
essentially one in the field of dentistry for 
children,” states Dr, Daniel Tobin, Director 
of the Guggenheim Dental Clinic. The den- 
tal problem may be considered under two 
headings, namely dental diseases and deform- 
ities, and dental treatment. 

I. Dental diseases and deformities: 

(a) Caries. The lack of motor control in 
these handicapped children makes it very 
difficult for them to maintain adequate oral 
hygiene, and for the dentist to carry out the 
necessary dental treatment. A considerable 
amount of caries is frequently found in these 
children. 

(b) Inflammation and hypertrophy of the 
gingivae. These conditions may be ascribed 
to neglect of oral hygiene, to drug therapy 
(particularly dilantin), to the incapability of 
proper chewing and, last not least, frequently 
to nutritional deficiencies. 

(c) Extreme grinding of the teeth by in- 
voluntary movements mostly seen in cases of 
tension athetoids. 

(d) Deformities of the dental arches and 
malocclusion due to the abnormal muscula- 
ture. 

II. Dental treatment. 

Dental care seems to depend upon the fol- 
lowing factors: 

(a) The patient’s physical potentiality to 
perform the motor tasks necessary in any 
program of dental care, e.g. opening the 
mouth, controlling the tongue, chewing food, 
brushing teeth, etc. 
tTaken in part from the report of the Education and 


Research Committee of the Dental Guidance for Cere- 
bral Palsy. 
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(b) The patient’s mental potentiality and 
willingness to perform to the best of his 
ability what is necessary, and his cooperation 
in the dental chair. 

(c) The skill and understanding of the 
dental personnel administering and guiding 
the care. Dental treatment in some cases is 
possible only in a reclined position and some- 
times only under prolonged general anes- 
thesia. 

(d) Lack of dental facilities for the treat- 
ment of these patients. Very few hospitals or 
dental colleges are treating cerebral palsy 
patients in their dental clinics. There are no 
dental facilities in institutions which already 
provide medical and educational service for 
the cerebral palsied, and in the private dental 
office treatment of the cerebral palsies is of- 
ten refused, because the treatment presents 
too many problems with which the ordinary 
office cannot cope. For instance, the mothers 
of healthy children object to the sight of 
children afflicted with cerebral palsy, or 
sometimes a general anesthesia machine is 
necessary. 

(e) Inadequate fees for the frequently 
time-consuming operations. 

Dentistry for the cerebral palsied child is 
still in the pioneering stage. Experience in 
the dental treatment of cerebral palsieds is 
very meager as yet. General anesthesia has 
often been used, since many dentists have 
found this the simplest means to achieve mus- 
cular relaxation, oz to manage an uncoopera- 
tive child. This method has been over-used, 
says Dr. James Jay,t and would have been 
avoidable in many cases if the dentist had 
had the proper understanding and approach. 
The barbiturates have been tried in premedi- 
cation, but have been found to produce a 
reverse effect. More research and knowledge 
is urgently needed on this subject. In gen- 
eral, dental treatment of cerebral palsied chil- 
dren which are not too severely handicapped, 
does not differ much from that of healthy 
children. Those dentists who have had some 
experience tell that with a little more patience 
than usually is needed and with proper as- 
sistance the cerebral palsied child will make a 


tPresident, Dental Guidance Council for Cerebral Palsy. 


very good patient, as “in most instances these 
children are seasoned veterans of other medi- 
cal therapy.” In mentally deficient cases (and 
only 15% of the cerebral palsied children 
are) general anesthesia is often necessary. 

To further the development of adequate 
programs for the prevention and treatment 
of dental and oral diseases in cerebral palsieds, 
to promote the training of personnel for the 
dental care of these individuals, to enlist the 
aid of the dental profession, and to coordi- 
nate all efforts to meet the oral problems of 
the cerebral palsieds, the Dental Guidance 
Council for the Cerebral Palsy was formed in 
May, 1948, by Dr. James Jay, Columbia Uni- 
versity, School of Dental and Oral Surgery, 
Dr. Sidney L. Horowitz, and Dr. Robert J. 
DiTolla, New York University Dental Col- 
lege, Dr. Harry Strusser, New York City De- 
partment of Health, Dr. Daniel Tobin, Gug- 
genheim Foundation, and a few other dentists 
interested in the dental problems of cerebral 
palsieds. There are regular dental meetings 
where practical experience is exchanged, and 
all dental problems discussed. The Dental 
Guidance Council has an education and re- 
search committee headed by Dr. Daniel To- 
bin, which is charged with the responsibility 
of “seeking all available knowledge bearing 
on the problem, organizing and submitting 
this information to the Council, and continu- 
ing in this capacity while further making 
recommendations based on this knowledge to 
aid the Council in fulfilling its aim.” The 
following recommendations have been sub- 
mitted by this committee: 

For the Prevention and Control of Oral 
Diseases in Cerebral Palsied: the modern 
methods of prevention and control of dental 
disease should be made available to all cer- 
ebral palsied children. These methods should 
be brought to the attention of the parents and 
all institutions and schools handling cerebral 
palsied children. It is recommended that den- 
tal facilities be made available at schools, 
clinics, and institutions already providing 
medical and educational service for the 
cerebral palsied; that arrangements be made 
at hospitals to achieve treatment which can- 
not be performed at the locations mentioned 
above, and that more private dental offices 
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should be made available for the treatment of 
oF ly 

The New York State Cerebral Palsy Asso- 
ciation sponsored the First Nationwide con- 
ference and exposition of Cerebral Palsy from 
February 6 to 10, 1949. The conference was 
called to place emphasis on the problems 
and treatment of C. P.’s. Albert Felmet, Jr., 
President of the Association, named the con- 
ference “a pioneering event in exploring and 
charting methods of rehabilitating the for- 
gotten half million of cerebral palsied chil- 
dren and adults in this country, and in help- 
ing them to help themselves.” Outstanding 
authorities in the field of the disease pre- 
sented the problems involved and gave a re- 
view of the knowledge which has been ac- 
quired on the cause and treatment of the 
disease. They all agreed that although much 
has been accomplished until now in the recog- 
nition and treatment of the disease, there still 
remains much to be done. The conference 
was attended by over 12,000 persons, phy- 
sicians, dentists, psychologists, vocational and 
many lay people. Also a great number of 
cerebral palsy patients and parents of cerebral 
palsied children were present. 

The Dental Guidance Council welcomed 
this occasion to participate in the program, 
to discuss publicly the dental problems of the 
cerebral palsied. In an evening session of the 
medical section of the Association Dr. James 
Jay gave a comprehensive review of the sub- 
ject and brought to the attention of the at- 
tendants the severity of the dental problem 
and the difficulties of their solution. He 
pleaded for a close cooperation of physicians 
and dentists. On the next day, a general ses- 
sion which was open to the public was sched- 
uled for “Dentistry for the Cerebral Palsied.” 
More than 400 persons, eagerly interested in 
the subject, attended. Dr. Jay, acting as mod- 
erator in the round table discussion, presented 
once more, but this time to the public, the 
dental problems related to the cerebral pal- 
sied patients. Dr. Sidney L. Horowitz dis- 
cussed the problem from the standpoint of 


the parents, and Dr. Daniel Tobin dealt with 
the dental care for the cerebral palsied child. 
They all emphasized the interest the dental 
profession is taking in the subject. The ques- 
tionand answer period which followed showed 
clearly how close to the hearts of all those 
who attended were the dental problems which 
had been discussed. There were questions 
about the Sodium Fluoride treatment and 
other methods of caries prevention, there 
were questions about nutrition in relation to 
dentistry, but above all people wanted to 
know where the cerebral palsy patients, in 
particular, children, could get dental treat- 
ment. 


The members of the Dental Guidance 
Council for Cerebral Palsy, encouraged by 
the enthusiastic response of the public to the 
presentations of the dental problems of the 
cerebral palsied pledged themselves to inten- 
sify the work of the Association which is so 
urgently needed. Every dentist interested in 
Cerebral Palsy should join the Dental Guid- 
ance Council} in its activities. Requests have 
already been received for aid in starting new 
local Cerebral Palsy Dental Study groups in 
various parts of New Jersey, Connecticut and 
Massachusetts as well as New York State. The 
Council is assisting the formation of such 
groups by sending copies of their constitution, 
by-laws and minutes. Educational material on 
Cerebral Palsy and pamphlets discussing the 
dental problems will be gladly sent to inter- 
ested groups or individuals on request. It is 
the sincere hope of the Council that through 
the joint efforts of physicians and dentists it 
will be possible in the near future to alle- 
viate the dental plight of the Cerebral Palsy 
patients, particularly of the children, and that 
they will receive all necessary dental atten- 
tion and dental care. 


133 West 72nd Street 
New York 23, N. Y. 


+Dental Guidance Council for Cerebral Palsy, New York 
Academy of Medicine Building, Fifth Avenue and 103rd 
Street, New York 29, N. Y. 
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AROUND THE COUNTRY 








Tweet—tweet—and summer is here again! 
But of course we Michiganders can hardly tell 
the difference from our winter! 

* F 

Two new Units to report — Arkansas and 
California! These are welcome additions to 
the ever growing family of preventive and 
protective dentists. Congratulations and every- 
thing! 

From Chuck Sweet of Oakland, California: 

February 9th was the first regular meeting 
of the Northern California Unit. Ralph 
Wagner was the guiding hand. Sure, Larry 
Ludwigson was present, and many other regu- 
lars attended the meeting, like Ken McKin- 
non, Sam Brown, Carl Ellertson, John Hughes 
and Irwin Beecher, who is President-elect and 
Program Chairman —a tough job! The two 
Toni twins Eddie Mack and Lynn Rudee were 
present, as were Doris George, Josephine 
McIntyre, Emma Cundal, Mae Scott, Dorothy 
Young, Mary Martin and Lois Chilcote. 

A record crowd turned out for the annual 
alumni meeting at the University of Cali- 
fornia. Dentistry for Children (thanks, Ken 
Easlick) was presented in the form of a panel 
program. The “experts” took it on the chin 
like the experts they are, and a wonderful 
evening was enjoyed by all including the ex- 
perts Charlie and Chuck Sweet, Carl Ellertson 
and Ken McKinnon. 

x * * 

The Northern California Unit has not over- 
looked the value of Psychology. Dr. Robert 
S. Stewart really gave em the works, stressing 
child management and development with a 
bit on personality adjustments. His subject 
was titled “An Overview of Child Psycholo- 


The Northern California Unit has also de- 
cided to spread their four yearly meetings 
throughout their section of the State. This is 
a most commendable idea, and might be 
favorably considered by all Units. Why not 
take dentistry for children to the family prac- 
titioner? Why ask him to “come and get it”? 
California, we salute you”! 


Here comes a new and welcome news item, 
from Wyoming. Your reporter was privileged 
to live two weeks (in Ann Arbor) with two of 
the boys from this State, and no finer boys 
anywhere — “Killer” Kane and Bob Wilson! 
Just don’t sell these prairie and valley boys 
short! They really are on the beam! Don’t 
believe me? In Sheridan, the Dental Demon- 
stration Team treated 1,961 public and paro- 
chial school pupils. Of the total, 1,901 re- 
ceived four full treatments; the remaining 60 
failed to return for all the treatments due to 
illness or change of address. Including the 
additional pre-school children, a total of 7,636 
applications of sodium fluoride were made 
during the 38-day assignment. The team aver- 
aged 203 applications per day, while the indi- 
vidual average for the three operators was 67 


per day. 
* & & 


And here we have the highlights of the 
Wyoming State meeting. Our own Carl Miller 
(Cleveland) will really give the boys some- 
thing on the use of the rubber dam and the 
amalgam restoration—for kids, too! 

ye & F 
Thought for sure we would have more news 


from Dr. Blaquiere of Edmonton, Alberta. 
Our last report was most encouraging, and 
lack of report at this time does not mean lack 
of interest. Please, Dr. Blaquiere, give your 
reporter some more news of your Unit’s prog- 
ress! 

x * * 

From Missouri, “Sug” Suggett from St. 
Louis has been spending his winter in some 
South Sea Isle! And can that guy give out 
with a good joke and a hearty laugh. I located 
him at the Stevens (Chicago) by listening for 
the loudest laugh in the hotel! Happy land- 
ing, Suggett and Nedra. 

x © 

From Carl Miller—Greetings from Cleve- 
land A.S.D.C. meetings. Very good attend- 
ance. Carl has a full schedule himself, with 
meetings from Duluth to Canada, and many 
points elsewhere. He will see our own John 
Brauer enroute. 
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Minnesota: The Unit met to honor our 
President, Al, who gave'a pep talk on the 
value of dentistry for children, suggesting 
ways in which the Minnesota Unit could im- 
prove its usefulness to the service of dental 
needs of the public. At the same moment, ten 
dentists from South Dakota were taking P.G. 
work in the University of Minnesota. Dean 
Crawford appeared with the group and made 
a most commendable presentation. Sodium 
fluoride came into the discussion for a most 
pleasant evening. Thanks, Bob Elliott, for the 
news!- 

x * ® 

Illinois: A P. G. course in dentistry for 
children was conducted (and well attended) 
by the Illinois Unit. The course was designed 
to meet the problems of the family practi- 
tioner, not the problems of the specialist. Lec- 
turers were Joe Hartsook, University of 
Michigan, a most practical teacher and private 
practitioner; Henry Wilbur, a “scientific bug” 
of the highest quality; Sam Stulberg, Detroit, 
with a beautiful set of slides, and Maury Mass- 
ler of Illinois. The three first named clinicians 
are Easlick “influenced” students! "Nuff said, 
if you want an honest, scientific picture of 
Dentistry for Children. Congratulations, Illi- 
nois, for a wonderful program. 

x *k * 

From New York City, Joe Kauffman sends 
news regarding their library's lack of issues of 
our own Journal. To quote Joe, “The Library 
of New York University College of Dentistry 
needs the Ist quarter 1946 and the librarian 
would like to complete her files. Perhaps a 
short notice might stimulate some reader to 
send a spare copy to me — Dr. Joseph H. 
Kauffman, 27 East 95th Street, New York 28.” 

x * * 

Question: How is the recalcitrant child con- 
trolled in the dental chair? 

Answer: Spank the child and kiss the moth- 
er. If this doesn’t work, reverse the process. 
(AAPHD Bulletin) 

x * * 

Larry Rosenthal of Portland writes: “Tie 
Oregon State Unit of the American Society of 
Dentistry for Children was formally organ- 
ized at a meeting held in Portland April 27, 
1949. Fifty-one Oregon dentists met to form 


a nucleus for the new Unit whose purpose 
will be to encourage and promote dentistry 
for children in general dental practice.” 

The officers elected for the 1949-50 term 
are: 

R. M. Erwin, Jr—President 

D. Galloway—Vice-President 

T. Suher—Secretary-Treasurer 

L. A. Rosenthal—Editor 

Bob Peterson—Study Club Chairman, 
Program Director. 

Full afternoon sessions have been scheduled 
for the last Wednesday of September, No- 
vember, January, March and May. Congratu- 
lations to this ambitious group! 

x & 
From Armand Rose of New Jersey: 

The annual meeting of the New Jersey So- 
ciety of Dentistry for Children was held in 
Atlantic City on April 28, 1949, at the time 
of the New Jersey State Dental Society’s meet- 
ing. 

Reports from the officers showed the ac- 
tivity and progress of the Society during the 
last year. Our membership has increased to 
125, and we expect to add at least 75 new 
members this year. The following officers 
were elected for the coming year: 

President—Louis Greenwald, 
Englewood 

President-Elect—Lawrence Burdge, 
Red Bank 

Vice-President—Sidney Kohn, 
Jersey City 

Secretary-Treasurer—John Heindel, 
East Orange 

Certificates of Honorary Membership were 
awarded to one lay person and one dentist for 
outstanding service to the cause of better den- 
tistry for children. The recipients were Mrs. 
Maude R. Borda, R.N. Executive Secretary 
of the Cumberland County Health Commis- 
sion, and to Dr. Frank Houghton, Director of 
Dental Service, Jersey City Medical Center. 

The meeting was then addressed by Dr. 
Ned Williams, Director of Caries Control Lab 
at the School of Dentistry, University of Penn- 
sylvania, who spoke on “Latest Developments 
in Control of Caries.” 

The meeting was well attended, and 
through the efforts of the Executive Commit- 
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tee, plans for Society activity in the Fall are 
being steadily developed. 
e © 

Our New York Unit held its annual meet- 
ing Wednesday, May 11, in conjunction with 
the State Meeting of the New York Dental 
Society. Dean Walter Wright of New York 
University College of Dentistry addressed a 
record crowd on “Pedodontics in Dental Edu- 
cation.” Eight excellent table clinics preceded 
a get-together dinner and lecture by Dr. 
Wright. 

“ &© 

Melvin Noonan, our Michigan Unit Pro- 
gram Chairman was honored May 19th at the 
Annual Award meeting of Phi Kappa Phi, 
Honor Society at the University of Michigan. 
Mel’s election to the group was announced at 
the Michigan Unit’s Annual meeting in April. 
Congratulations, Mel! 

x &k * 

Harold Maxmen, of our Michigan Unit was 
also honored this year, by his election to Omi- 
cron Kappa Upsilon, the National honorary 
dental society. Nu Nu Chapter at the Univer- 
sity of Detroit awarded Harold his key in 
recognition of his contributions to the science 
and literature of dentistry since his gradua- 
tion. Congratulations, Harold! 

x * * 

We note that Claude Bierman of Minne- 
apolis appeared on the program of the Massa- 
chusetts Dental Society in May. No doubt 
those folks out there in Mass were impressed 
by Claude’s message—and his highly colored 
shirts! 

x * * 

On the Massachusetts program we also see 
our friends Harold Berk, Paul Sydow and 
Paul Losch, all of whom had presentations on 
some phase of dentistry for children. 

“ & & 

That article on Thumbsucking by 
AS.D.C.’ers Maury Massler and Art Wood, 
which appeared in our 1st Quarter Journal 
certainly aroused a lot of interest among lay 
and medical folks, as well as dentists. More 
than 2,000 reprints of the article have been 
requested to date, and if you haven't read it 
yet, we'd suggest you do. 


We haven't had any more news about the 
reorganization meeting of the IIllinois Unit, 
held during their State meeting, but we under- 
stand there was a nice turnout for the dinner, 
May 8th. 

% © ® 

Hugo Kulstad, Larry McClaskey and their 
committees are planning a nice meeting for 
us in San Francisco in October. The tentative 
program appears elsewhere in this issue. 

x * * 

Al Seyler received the “Award of Merit” of 
the Detroit District Dental Society for his 
efforts in promoting Michigan’s First and 
Second Children’s Dental Health Days. Sam 
Stulberg is chairman of the event for 1950, so 
we will no doubt see another fine program. 

x * * 

Congratulations to our friend Jimmie Rob- 
inson, Executive Secretary of the Southern 
California Dental Society, who was elected to 
Honorary Membership in our Southern Cali- 
fornia Unit at their Annual meeting. Such 
recognition couldn’t come to a more deserving 
fellow than Jimmie, who has been an ardent 
advocate of good dentistry for children for 
many years. 

x k * 

If the teachers of pedodontics in the vari- 
ous schools will send us the names of the win- 
ners of the A.S.D.C. Certificate of Achieve- 
ment in their school, we'll try to acknowledge 
them in our next issue. Give these young fel- 
lows a break, and let them know we appreci- 
ate their interest in dentistry for children. 

x« * * 

Tom Lane, of Kenosha, Wisconsin, a new 
A.S.D.C. member, writes Editor Al that Sandy 
MacGregor and his associates at Toronto put 
on a fine post-graduate course in Pedodontics. 
Tom even suggested it wouldn’t hurt Al to 
take it himself! 

x * * 

A late note from Chuck Sweet tells us that 
the Northern California Unit held its second 
meeting of this year May 18, 1949 at the Uni- 
versity Club in Oakland, presenting Dr. Wed- 
nell Wylie, whose subject was “Growth and 
Development as Applied to Dentistry for 
Children.” Cocktails and dinner preceded the 
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scientific program which was well attended 
and extremely interesting. 
x * * 

Of interest to those who practice dentistry 
for children was the 7th Annual Meeting of 
the Academy of Cleft Palate Prosthetics, held 
March 21-22 at Ohio State University College 
of Dentistry, Columbus, Ohio. 

x * * 

Hugo Kulstad, AS.D.C. Vice-President, 
who presides over certain of the functions of 
the California State Department of Public 
Health, sent us a copy of a good piece of pub- 
licity and technical information to the pro- 
fession on the topical application of sodium 
fluoride. 

x * * 

Joe Cabot, Ross Scharfenberg and Melvin 
Noonan of our Michigan Unit presented a 
group of fine presentations to the Flint Dis- 
trict Dental Society early in December. The 
Professional Relations Committee of this Unit 
is doing a splendid job of bringing pedodon- 
tic programs to the dental groups throughout 
the State. Joe Hartsook at the University of 
Michigan School of Dentistry, Ann Arbor, 
will be pleased to tell you how the committee 
functions. Drop him a line of inquiry. 

te of 

Sam Stulberg, Joe: Cabot and Bill Brown 
appeared on the program of the West Michi- 
gan Dental Society at Grand Rapids, January 
13, 1949. Three hours of the day’s program 
were devoted to these pedodontists, and many 
fine comments were heard about their presen- 
tations. 

x *k * 

Joe Hartsook, President of the Michigan 
Unit, teamed up with Al Seyler, our President 
and Editor, in appearances before the local 
dental societies at Lansing, January 11 and at 
Kalamazoo early in March. They tell me that 
Joe has tamed Al’s jokes down considerably, 
but the two of them make a good pair, hir- 
sutely speaking! 

x * *k 

Laren Teutsch, of Omaha Nebraska, has 
prepared a program of preventive dentistry 
for his patients from 2% years of age through 
adolescence, which certainly appeals to me as 


a sound and practical service to children. He 
has the series all typed out for convenient 
presentation to the parent, and distributes the 
proper period information at the time of an 
appointment. I'm trying to have Editor Al 
publish the work in an early issue of the Jour- 
nal. 
x * * 

From Ruth Roworth, ’way off in Hawaii, 
Editor Al sent us a note describing her activi- 
ties as County Nutritionist for Kavai Island. 
Ruth suggests we have our next A.D.A. con- 
vention in Hawaii, but warns that we prob- 
ably would want to stay out there! Altho’ 
recently married, Ruth has found time to pub- 
lish a text, “Nutrition and Dietetics in Dental 
Health,” for dental students and dental hygien- 
ists which is also appropriate as a refresher 
course in dental nutrition for practicing den- 
tists. It may be purchased from the College 
Offset Press, 150 N. 6th Street, Philadelphia 
6, Pa. $3.50. 

x *« * 

“It’s Your Health” is the title of a new film 
produced by the Apex Film Corporation for 
the Southern California State Dental Associa- 
tion. It is designed for presentation before 
Classrooms, parent-teacher groups, service 
clubs, and the like, and would be a good in- 
vestment for any Unit to use in its public re- 
latioris work. For further information write 
to our friend Jim Robinson, Executive Sec- 
retary, S.C. Dental Association, 903 Crenshaw 
Blvd., Los Angeles 6, California. 

x * * 

Dr. John C. Brauer, director of post gradu- 
ate dental education in the University of 
Washington School of Dentistry, Seattle, was 
appointed Dean of the University of Southern 
California School of Dentistry by President 
Fred D. Fagg, Jr., April 10, 1949. He assumed 
his new duties June 15, succeeding the late 
Dean Julio Endelman. 

The new dean will take charge of the 52- 
year-old SC School of Dentistry, first in the 
West, at a time when the University is plan- 
ning an extensive dental development pro- 
gram that will include new building facilities. 

Nationally known as a specialist in chil- 
dren’s dentistry, Jolin is a past-president of the 
American Society of Dentistry for Children, 
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president of the American Academy of Pedo- 
dontics, and chairman of the American Board 
of Pedodontics. He was executive officer of 
the department of children’s dentistry at the 
University of Washington, where he was on 
the faculty for two years. 

During World War II, John was chief of 
the dental standards branch of the surgeon- 
general’s office of the Army’s corps of 15,000 
dentists. He held the rank of Lieutenant Colo- 
nel, and was awarded the Legion of Merit. 

A native of Sterling, Nebraska, where he 
was born in 1905, John is a graduate of the 
Universities of Nebraska and Michigan. He 
taught at Nebraska and Iowa and Emory Uni- 
versity’s Atlanta Southern Dental College. 

He is author of the textbook, “Dentistry for 
Children,” and has written many articles on 
his specialty, and lectured throughout the 
United States and Canada. 

Congratulations to you, John. We're proud 
of you! 

x * * 

From our newly organized Rhode Island 
Unit we have Jack Wisan reporting their 
meeting of April 20 as follows: A goodly 
number of our members attending table clin- 
ics from 4:00-5:30 P.M. at the Joseph Samuels 
Dental Clinic, presented by the following: 

Dr. George J. E. Denicourt-—Oral 
Surgery for Children 

Dr. Joseph G. Hartnett—Amalgam 
Fillings in Children’s Teeth 

Miss Margaret McLaughlin, RN.— 
Penicillin Treatment (Intra Muscular) 
for infections 

The dinner meeting at 6:00 P.M. provided 
a round table discussion lead by Dr. Harold 
Berk of Boston, Mass. The program was lively 


and informative, since several men contrib- 
uted worthwhile opinions and ideas to the 
group. 

x *k * 

Canada’s first Children’s Dental Health Day 
was held at Ottawa, March 14th, and featured 
AS.D.C'er Ken Easlick. Our Cleveland group 
should sit back with a smile of satisfaction as 
they see the idea they conceived almost ten 
years ago, taking root all over this country and 
Canada. 

x &k * 

Sandy MacGregor, our Canadian sparkplug 
of good dentistry for children, addressed the 
Seventh District Dental Society in Rochester, 
New York on March 21, and the Pediatric 
Section of the Academy of Dentistry of Cana- 
da on March 17th. 

x *& * 

Featured on the Indiana State program in 
May was our friend Frank Lamons of Atlanta. 
As usual, Frank’s pleasant platform personal- 
ity got his message across in good style. Ralph 
McDonald, our friend at the University of 
Indiana, discussed Frank’s paper, and tells us 
he enjoyed the assignment. 

x © * 

If your Unit is not in this news report it is 
because your reporter failed to send us copy. 
We certainly welcome and want news of your 
Unit, and of your members. No news is bad 
news, in so far as your reporter is concerned. 





This department is conducted by 


Stan Brown. Please direct items of 
interest to him at Ithaca, Michigan. 
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IVORINE—With Fixed Teeth 
FeO O0r Or NOT OO NEN, 65 o 5 scree cosssccens ses eeusceebeesace desiseideaes view noe $ 5.00 
763-4—Set of upper and lower, with 6-year molars.........c. cece ceeeeeceeececeeceeees 5.00 
70i—Set of upper and lower, used for constructing space retainers............eeeeeeees 5.00 
NOTE: The above models are in one color, all-ivory, i.e. ivory teeth and ivory 
jaws. 
Any of the above sets of models can be supplied articulated. For the articu- 
lated models add $2.00 to the prices listed. 
IVORINE—With Removable Teeth 
760—Set of upper and lower pink jaws, with 24 removable Ivorine teeth 
including six year molars, and spring-joint articulator. ............ceeeeee cece e eens $28.00 
Ree ERM cn oc. reves o, obtoruecine se cdasanaedecdastdiclauls 14.00 
PLONE OC TIGTOD ss 5 oo cba 0d 5 ov ed ceo obi os tama sin eens oes evigsoe ns ae ene aeneeeens 14.00 
Sais IG NCRSOT IOUN RGN ois 5. a's 0005's oes 0 a0 ans bso pactin yon Oe slap p ben k ioe eee 64 .60 
RUBBER—With Removable Ivorine Teeth 
R760—Set of upper and lower rubber jaws, with 24 removable Ivorine teeth...............- $22.00 
R761—Upper rubber jaw with 12 removable Ivorine teeth........... cc cece cece cece erence 12.00 
R762—Lower rubber jaw with 12 removable Ivorine teeth. ............ecceeeeeceecceeeeee 12.00 


PLASTER Teeth and Jaws 


280—3 diameters: Set of 20 deciduous teeth 
with natural-shaped roots... .........-eeceeeeeees rer er $ 7.00 per set of 20 teeth 
MRIINNENG 5 corer ss dccewaawesnamicencs { -50 each for molars 
35 each for all others 


281—3 diameters: Upper and lower full-jaws with teeth 


removable, including 6-year molars.............202eeeeeeeeee 14.00 per set 
Extra individual teeth..............0.000 35 each 
F281—3 diameters: Upper and lower full-jaws with 
fixed teeth, including 6-year molars. .......... cece ceeeeeeees 7.50 per set 
282—4 diameters: Upper and lower half-jaws with 
ID WRMOU RIA FOI es 555 bossa coun miee ngewe nbn catadamneets 8.00 


§ 50 each for molars 
.35 each for all others 


“The House of a Thousand Models” 


Columbia Dentoform Corporation 
131 EAST 23rd STREET NEW YORK 10, N. Y. 
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A Study of the Effectiveness of a Treatment for Primary ] 
Molars with Exposed Pulp, Including the Use 
of Silver Nitrate* 


HAROLD L. KATz, D.D.S. 


Eastman Dental Dispensary 
Rochester, N. Y. 














Editor's Note: 


The accompanying report is being 
published at the suggestion of Basil Bib- 
by, Director of Eastman Dental Dispen- 
sary. The treatment described in this 
report has been used in Rochester for 
20 years, but it has never been reported 
in the literature, 

As the author implies, it is a radical 
departure from other, accepted technics 
for the care of exposed pulps of primary 
teeth and perhaps it has a place in pedo- 
dontics. You don’t have to agree—we 
didn’t either—but certainly the study is 
of definite interest. 


AES. 
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The treatment of primary teeth with ex- 
posed pulps has always been considered to be 
a difficult undertaking. Examination of the 
literature reveals a diversity of opinion on the 
subject. Inasmuch as the conditions vary un- 
der which the clinician must treat these teeth, 
the treatment frequently varies accordingly!!. 
The three procedures that have been em- 
ployed most extensively in the past for the 
treatment of primary molars with exposed 
pulps are pulp-capping, pulpotomy and ex- 
traction. 


To practice the capping of pulps success- 
fully, all clinicians agree that the patients 
must be selected®. Rosenstein?? reported suc- 
cess with the capping of the exposed pulps of 
primary molars, but Easlick*® voiced the opin- 
ion of the majority when he once wrote, “My 
efforts to cap an exposed pulp have so uni- 
formly resulted in an abscessed molar that I 


ne ae a eee ee ee ee el a ee a ee ee ee ee ee ee ee oe 


have stopped trying to cap the pulps of pri- 
mary teeth.” 

Pulpotomy has been used as a treatment for 
exposed pulps of primary molars with varying 
success. Davis* writes that he has practiced 
partial pulpectomies with “practically uni- 
versal success since 1891.” Rosenstein? re- 
ported on a series of cases on which he per- 
formed pulpotomies. Of the patients who re- 
turned for check-ups, 33 per cent were un- 
successful cases, and half of the successfully 
treated cases retained the teeth from one to 
almost three years after treatment. However, 
the cases for pulpotomies must be selected. 


Extraction of the primary teeth with ex- 
posed pulps has been resorted to by most 
clinicians for those conditions which do not 
easily lend themselves to conservative treat- 
ment *:!!. Black? wrote that when the roots 
of a primary molar with an exposed pulp 
are in the process of being resorbed, the best 
possible course is to extract the tooth or run 
the risk of abscess formation. Hogeboom!"!, in 
his text on Pedodontia, suggests radical treat- 
ment for primary teeth with exposed pulps, 
when the child is uncooperative or when the 
crown of the tooth is so broken down as to 
prevent its isolation with the use of cotton 
rolls or rubber dam. 

There must be other treatments in prac- 
tice for primary molars with exposed pulps 
which have not been reported in the litera- 
ture or examined by scientific methods. One 
of these, for instance, has been developed by 
Dr. E. J. Pammenter at the Eastman Dental 
Dispensary where it has been in use since 
1919. It is used for those exposed pulps which 
give the poorest results with the other con- 
servative methods of treatment, i.e., pulp- 
capping and pulpotomy; for teeth that would 
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otherwise almost certainly have been ex- 
tracted. It is especially indicated for non- 
cooperative children, broken down teeth, 
teeth with exposed pulps whose roots were 
partially resorbed and which were considered 
to be necessary for use as temporary space 
maintainers.?.>:6.!! It is applicable to the first 
primary molars at six years or over and to the 
second molars at eight or more years of age. 

a. The decay is removed completely with a 
large round burr or a large spoon excava- 
tor and all weak enamel walls are re- 
moved. 

b. The proximal surfaces of the tooth are pre- 
pared with stones or discs so that they will 
be self cleansing.” This is most important. 

c. Powdered silver nitrate is applied on a 
moist cotton pledget and then reduced 
with eugenol. 

d. At no time is a filling placed over the ex- 
posed pulp. 

Leaving the pulps of the primary molars 
exposed is quite an unorthodox procedure, 
for in all previous treatments the best ma- 
terial with which to cap or fill the pulp cham- 
ber was always looked for.?:!9:22 The reasons 
presented for leaving the exposed pulp open 
are as follows: 

1. In the event of devitalization of the pulps, 
any gases that may form can easily es- 
cape. 

2. Pus formation needn’t result in an acute 
abscess as drainage would always be pro- 
vided for. 

Silver nitrate is applied to sterilize the area 
and to form a hard, mirrorlike surface of me- 
tallic silver. 1:7:12-17-20.21 The drug has an im- 
mediate bactericidal action due to the presence 
of free silver ion and a sustained bacterios- 
tatic action due to the slow liberation of the 
silver ion from the silver proteinate formed 
in the dentinal tubules.* The precipitate of 
metallic silver may also act as a mechanical 
protection to the treated part.!9.?? 

In order to evaluate the success of this un- 
orthodox procedure, an attempt was made to 
analyze the results obtained by its use in past 


years. 
Source of Material 

This report is primarily a survey of the 
records of the Eastman Dental Dispensary to 


determine the effectiveness of the treatment. 
The record charts of children introduced to 
the clinic from November 1935 to February 
1936 were examined in rotation until the 
charts of one thousand patients on whom the 
treatment had been used were obtained. The 
available information was tabulated for those 
teeth that were treated between the ages of 
four and ten. 

Analysis of the Data 

For the treatment of a primary molar to be 
considered successful, the tooth in question 
should remain in the mouth until it has 
served its physiological function of maintain- 
ing space for its succedaneous premolar. A 
treatment of these teeth is considered to be 
successful if the treated teeth remain in the 
mouth until they are naturally exfoliated, or 
until the succedaneous teeth are in a position 
to erupt. Logan and Kronfeld'> report the 
normal shedding time for the first primary 
molars as occurring between nine and eleven 
years of age, and for the second molar be- 
tween ten and twelve. 

The following conclusion can be drawn 
from Table I: 

a. Of a total number of 1141 first primary 
molars treated, thirty-one per cent remained 
in the mouth until exfoliation. The remaining 
sixty-nine per cent were extracted at various 
time intervals after having been treated with 
silver nitrate. 

b. Of a total number of 1274 second mo- 
lars treated, nineteen per cent remained in 
the mouth until exfoliation while eighty-one 
per cent were extracted. 

Table II records the mean number of 
months that the teeth treated at the various 
age levels remained in the mouth before they 
were extracted. Judging from the data pre- 
sented in this table, it can be seen that the 
treatment was successful when given between 
the ages of eight and ten years old. The mean 
number of months that the teeth treated in 
this age group remained in the mouth before 
extraction was sufficient to enable their perm- 
anent successors to erupt into position. 

It can be shown that for the total number 
of primary molars treated, fifty-four per cent 
of the first molars and forty-five per cent of 
the second molars remained in the mouth 
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FIRST MOLARS 


SCO OAONAY 


SECOND MOLARS 





No. of 
teeth treated 


48 
135 
274 
300 
199 
136 

49 


TOTAL 1141 


55 
152 
304 
321 
211 
150 

81 


1274 


Percent 
treated 
4.21% 


11.83 
24.01 
26.30 
17.44 
LEgZ 

4.29 


100.00 
4.32% 


11.93 
23.86 
25.20 
16.56 
11.77 

6.36 


100.00 


TABLE I 


No. of 
teeth extracted 


33 
98 
189 
209 
135 
87 
27 


778 


45 
141 
264 
251 
163 
111 

54 


1029 


Percent 
extracted 
2.90% 


8.59 
16.56 
18.32 
11.83 

7.62 

2.37 


No. of 
teeth exfoliated 


15 
37 
85 
91 
64 
49 
22 


363 


10 
11 
40 
70 
48 
39 
27 


245 





Table I shows the number of first and second deciduous molars receiving treatment of patients from 4 to 10 years of age. The 
number and per cent of treated teeth are shown and further subdivided to demonstrate the results at each age group. The most salient 


point to be made is that the number of patients receiving most treatment were 6 and 7 years of age; whether a first or second decid- 
uous molar had been treated. 


Percent 
exfoliated 


1.31% 
3.24 
7.45 
7.98 
5.61 
4.29 
1.93 


31.81 


at 

86 
3.14 
5.50 
» A 
3.06 
212 


19.23 
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long enough to successfully maintain the 
space for the succedaneous premolars. Inas- 
much as these teeth would have been ex- 
tracted had they not received this treatment, 
the results are very promising. 
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Since leaving the pulps exposed and not 
placing a filling over them is an unconven- 
tional practice, it seemed interesting to note 
what effect this procedure had upon the vital- 


18.6 
19.2 
20.2 
15.4 
14.2 
10.2 


Females 
N Mean 


26 229 


SECOND MOLARS 
133 
131 

58 


14.6 
19 
16.9 
16.4 
12.9 
11.8 


Males 
N Mean 


19 244 


67 
120 
TA 
32 


ge length of time (in months) that the tooth remained in the 
131 


y, there does not seem to be any real statistical difference between males and 


6.6 
153 
0.8 


TABLE II 
MEAN NUMBER OF MONTHS BEFORE EXTRACTION 


FIRST MOLARS 


Females 


N Mean 


Total Group 
N Weighted Mean 
30.0 
20.9 
18.1 
11.8 
1 


33 
98 
189 
209 
135 
87 
27 


19 249 
49 224 
18.9 

15.4 

15.5 

10.8 

9.6 

* Age of patient when treatment first given. 


it seems that first and second molars remain in the mouth for approximately the same length of time. 
117 

40 

13 


Males 
13.4 
19.4 
i735 
18.2 
15.1 
12.6 
11.9 


N Mean 
14 
65 
47 


Table II indicates the mean number of months a tooth remained in the mouth before extraction was necessa 
104 


3 
0 


be the number of teeth treated at each age level, and the mean or avera 
4 


mouth, a glance at the table shows the following. Primaril 
females at any age. Secondary, 


Age* 


ity of the pulpal tissues. It was observed that, 
in keeping with the past experience of the 
Dispensary, teeth treated frequently devel- 
oped pulp polyps and the vitality of the pulps 
was preserved, 


Discussion 


That the use of silver nitrate in the treat- 
ments given at the Dispensary did not result 
in the devitalization of the treated pulps, but 
rather seemed to stimulate the formation of 
pulp polypii is of interest on two counts. 
First, because the treatment in stimulating 
pulp polypi provided a means of defense 
against pulp, or at least apical infections; and 
second, because silver nitrate has been used 
extensively in the past (since 19367) as a devi- 
talizing agent in root canal therapy .>:!2:29.2! 
However, recent reports indicate that silver 
nitrate, when used as a devitalizing agent, 
doesn’t always result in the death of the pulpal 
tissues.> Ireland!? showed that silver nitrate 
used in deep caries and under a filling in pri- 
mary molars did not result in devitalization of 
the pulps. Polus!® described a method of pulp 
capping teeth using silver nitrate and devital- 
ization did not occur. The effect of silver 
nitrate on the pulpal tissues is probably that 
of an irritant. It is self limiting when applied 
to soft tissues,” and acts to sterilize the area 
without killing the pulpal tissues.?.°.?4 A 
microscopic study of a few section of teeth 
treated in the Dispensary Clinic confirmed 
this and showed an area of inflammation in 
the pulp about the precipitated silved nitrate 
but the remaining tissue is normal. 

Silver nitrate has been used to prevent the 
initiation of and to halt the progress of den- 
tal caries!?:!72° and at the Eastman Dental 
Dispensary this was regarded as part of the 
purpose of the silver nitrate treatment. How- 
ever, carefully controlled experiments by 
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Klein and Knutson!? show that it will not 
prevent the initiation of, or halt the progress 
of dental caries on the first permanent molars 
without previous preparation of the tooth in 
question. Klein and Knutson’s findings, how- 
ever, in no way invalidate the treatment used 
at the Dispensary because in the latter pro- 
cedure, carious material is removed from the 
teeth and the crowns ground down to be self- 
cleansing before silver nitrate is applied. In 
short, the method is quite different from that 
used by Klein and Knutson. 
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“MAKE TRICKS” 


Crescent’s answer to your 
problem of matrix bands for 
primary teeth. 


Two-surface fillings made 
simple as occlusal. 


No cutting or wedging dis- 
comfort. 


Matrix bands designed for 
deciduous molars are self- 
retaining. 


Retainers and bands can be 
used many times. 


12 retainers and 20 bands 
per set—$1.75. 


The trick is in the 
“Make- Tricks 
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Survey on the Graduate Study of Pedodontics 


BERNARD Z. RABINOWITCH, D.D.S. 
Los Angeles, California 












EDITOR’S NOTE: 


Ben Rabinowitch, in spite of all the 
avoirdupois he carries around, is a very 
energetic fellow, as his friends in L. A. 
will testify, for they seem to get thin 
following him around! Ben is a native 
Detroiter, gone astray to California, 
where he is Associate Professor of Pedo- 
dontics at the U.S.C. College of Dentist- 
ry. This report should be of interest to 
any of us who are interested in Pedo- 
dontics, and we think you'll learn some- 
thing from it. 















A.E.S. 












In the latter part of June, 1948, we sent a 
questionnaire on the subjects presented by the 
various schools in the department of Pedo- 
dontics in the division of graduate study. This 
was done for the purpose of evaluating the 
various courses offered in order to develop a 
program at University of Southern California. 

The questions answered were as follows: 

NSO 5s xsi vicvetere asso i 

2. Do you now offer courses in Pedodon- 


OE Ch, ill a acre 
(b) Post-graduate 
(c) Refresher 
3. If answer to (2) is no, do you plan such 

courses in the future? What types? 

4. Please list the subjects taught in the 
courses you present under your program, and 
briefly describe each course and the amount of 
time allotted both in lecture and clinical prac- 
tice. 

5. Is a research project required for those 
desiring a degree of Master of Dental Science? 

6. To what extent is training in Orthodon- 
tics offered to students in graduate pedodon- 
tics? 


7. In your opinion, is training of a com- 
bined Pedodontic-Orthodontic course desir- 
able? Please explain your opinion briefly. 

Cooperation of the various schools was 
greater than expected and the author is great- 
ly indebted to his colleagues and wishes to 
take this opportunity to thank them for their 
help. 

The breakdown of the various answers is 
as follows: 

2. (a) Graduate courses — offered by six 
schools with the length ranging from thirty 
weeks to eighteen (18) months. Some schools 
offer longer courses which apparently implies 
more time spent on research projects. 

(b) Post-graduate courses — were offered 
by eight schools. There seems to be some mis- 
understanding of the term “post-graduate.” 
Length of courses were from 33 half-days to 
3 years on a part time basis. Institutions such 
as Forsyth and Guggenheim offer internships 
which in a broad sense may be considered as 
post-graduate courses. Most of the institu- 
tions offered courses of one semester on a full- 
time basis or long term programs of one day a 
week. Some courses were offered for one to 
four weeks. 

(c) Refresher Courses — were offered by 
eleven institutions. The length of the courses 
offered was from 16 to 12 days. 

In a broad sense many of the men who an- 
swered the questionnaires interpreted the re- 
fresher course as meaning post-graduate 
course. They therefore did not differentiate. 
Nine schools offered no course at the present 
time, while five schools were contemplating 
programs which were in different stages of 
development. 

3. While only five schools have actual plans 
under way for courses of various types in the 
future, all of the schools which did not have a 
program under way expressed the opinion 
that they hoped to be able to present courses 
soon. Two schools of the five were planning 
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for complete graduate courses. Two were 
planning post-graduate courses only and two 
were planning to set up a program for re- 
fresher courses. In the discussion of detail 
presented by the men that answered the ques- 
tionnaire the lack of teachers was decried as 
well as the lack of sufficient funds in the 
setting up of an adequate program in the field 
of Pedodontics. It is apparent that while there 
is a great deal of lip service to prevention and 
the field of Dentistry for Children there is not 
enough foresight yet in the field of dental 
education to really plan a much needed pro- 
gram in the curricula of the dental schools. It 
has been apparent for some time that dental 
education must undergo revision and some 
courageous leaders have attempted to do so 
for the last decade, from the original Harvard 
Plan to the present plan at the University of 
Illinois. Training of teaching personnel is a 
problem that must be faced by the whole pro- 
fession and not only those intimately involved 
in the field of Dental Education. While it has 
been the habit of all schools to select the most 
promising graduates and offer them positions 
on the teaching staff, the number of these that 
accepted the opportunity and the salaries of- 
fered and who were to be considered good 
pedagogic material was very inadequate. Most 
of the men resigned after a short time to go 
into full-time practice because of the econom- 
ic factor. It is unfortunate that so many of 
these men resign just when they are beginning 
to be of value to the department in which they 
have been assigned and then a new man has 
to be selected and trained. In this manner not 
only are the teaching staffs of the schools 
undermanned but continuously undertrained. 
The remedying of this situation is of prime 
importance for the preservation of the integ- 
rity of the Dental profession. 

4. The courses offered by the various 
schools included the various basic science 
courses and the clinical courses necessary for 
training as a Pedodontist. The American 
Board of Pedodontics has set up a program 
which should be the minimum curriculum for 
any such course to be offered. The suggested 
curriculum which the author is going to pre- 
sent to the faculty committee of the Univer- 
sity of Southern California will be attached. 


5. A research project is required by all 
schools that offer graduate courses leading to 
an advanced degree. This is also a require- 
ment of the American Board of Pedodontics. 


6. The training in Orthodontics varies 
from lectures in diagnosis to courses offering 
6 hours a week for two semesters in Palliative 
and Preventive Orthodontics, though two 
schools seem to give training which would be 
adequate for minimal ability in the treatment 
of simple orthodontic cases and in tooth guid- 
ance. 


7. The controversial question as to whether 
Orthodontic training should be presented in 
a graduate course of training in Pedodontics 
has brought up some interesting discussion 
which allows for a great deal of speculation. 
After presenting an analysis of the answers in 
the questionnaire the author should like to 
“think out loud.” 


Seven replies received were definitely in 
favor of orthodontic training, though four did 
limit the training to the traditional preventive 
phase. Three were definitely in favor of as 
complete training as possible to present in the 
time necessary and allowed. One reply was 
non-committal while four were definitely 
against any time spent in the training in the 
field of Orthodontics in any phase. Seven 
others were in favor of presenting Diagnosis 
and Preventive Orthodontics which would in- 
clude space maintenance. 


Some replies indicated that there was defin- 
itely a need for such training for men who 
would practice in smaller towns but were 
afraid that this would not meet with the ap- 
proval of the American Society of Orthodon- 
tists, and that more time would be required in 
the adequate training of these few men. 
While I do not contend that a man can learn 
both specialties adequately at the same time, 
I do feel that by coordinating and rearranging 
the curriculum and adding a reasonable peri- 
od of time for the training, one could become 
competent in both fields. When one looks 
upon the field of Pedodontics in its broader 
aspects, growth and development and ortho- 
dontics are integral parts of the specialty. 
This attitude was presented by the representa- 
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tive of a school which is now offering a gradu- 
ate course in Pedodontics. 

One reply implied that a man who was 
trained in both would eventually forsake 
Pedodontics in favor of the greater remunera- 
tion in Orthodontics. I feel that there would 
be no great loss if that were the case. 


It is time that we realize that there is an 
increasing need aided by our increasing edu- 
cation of the public awareness and perhaps 
an increase in the incidence of malocclusion 
which must be somehow met. While I am ab- 
solutely against any program which would 
allow a man inadequately trained to do or- 
thodontics I do not believe that we should 
blind ourselves to the fact that quite a num- 
ber of cases are now being treated by men 
who have absolutely no training whatsoever 
and because of existing conditions are in no 
position of obtaining aid when needed. This 
will reflect upon the profession as a whole 
and plans for the training of greater numbers 
of men in orthodontic procedures should be 
given serious consideration. In the opinion 
of the author this should be at the graduate 
level as the undergraduate program is too 
full and the students professionally immature 
to comprehend the training at the under- 
graduate level. 


Suggested Program for M.D.Sc. in 
Pedodontics 


Lectures: 


Anatomy 

Bacteriology 

Biochemistry 

Caries Control 

Dental Anatomy 

Dental Materials 
Embryology 

Endocrinology 

Histology 

Materia Medica and Therapeutics 
Medicine (Pediatrics) 
Nutrition 

Orthodontics 

Pathology and Periodontia 
Pedodontics 

Physiology 

Psychology (Psychosomatics) 


Radiology (X-ray) 
Surgery 
Clinic and Laboratory: 


Anatomy 

Bacteriology and Caries Control 

Biochemistry 

Dental Anatomy 

Histology 

Orthodontics 

Pathology 

Pedodontics 

X-ray 

Surgery 

Research and Seminars 

From a study of the programs presented 
by other institutions the quarter plan seems 
to be most feasible for the presentation of 
the vast amount of material in the minimum 
number of lectures. The necessary instruc- 
tion in preventive dentistry and caries con- 
trol may be given either in separate courses 
or included in the various courses listed. The 
course in Orthodontics listed in the Depart- 
ment of Pedodontics will be limited to pre- 
ventive appliances and diagnosis. Simple 
appliances will be demonstrated for the prac- 
tice of tooth guidance and the possible ap- 
plication of compromise procedures. 


Graduate Division 


The graduate courses given under the aus- 
pices of the School of Dentistry should be of 
three types: 

1. Full graduate training for a minimum 
of one (1) calendar year leading to a degree. 
Research project required. 


2. Post-graduate training mainly in the 
clinical subjects for varying periods of time. 
No research project required and the train- 
ing in the basic sciences optional. 


3. Refresher courses of very short dura- 
tion limited to clinical subjects for the pur- 
pose of presenting the latest in thought and 
technic on the clinical subject. 

Though only the first of the three courses 
will be recognized by the various boards for 
the granting of the specialty certificates and 
the demand will be limited, it is through the 
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development of this particular phase of grad- 
uate training that the school will increase its 
own development and value of its teaching 
personnel. 


Since Dentistry has limited its specialty 
field to five, it is feasible that these five be 
considered the major departments to offer 
graduate training. Other departments are not 
to be excluded by any means but will be co- 
ordinated with the five specialty fields, which 
are: 

Orthodontics 

Pedodontics 

Pathology 

Prosthodontia 

Surgery 

While none of these can get along with- 
out the aid of Diagnosis, that department, as 
others in x-ray, chemistry, and others will be 
integral parts of the program in the major 
specialty fields. Basic sciences need not be 
considered as separate departments as de- 
grees and courses given in those departments 
are the responsibility of other schools of the 
University. This in no way is to imply that 
the importance of the basic sciences in the 
program of the School of Dentistry is to be 
minimized, 


It is quite urgent that coordination of all 
departments in the basic courses be given 
serious consideration at the earliest possible 
time as the Boards recognized by the Amer- 
ican Dental Association require graduate 
training. This should be offered to the stu- 
dent with the greatest of value and the most 
economy of time and finance both to the stu- 
dent and the University. 


In the presentation of graduate courses it 
should not be our lot to repeat material given 
in the undergraduate courses except for a very 
brief review. Since we will be getting the 
better student and one who is desirous of 
further education it will be his responsi- 
bility to keep up with the literature and do 
the necessary outside reading and study. 


Graduate Division 


Basic Courses Required for an Advanced 
degree— 

Anatomy (head and neck) (neuro-anatomy) 

Bacteriology 

Biochemistry 

Caries Control 

Dental Anatomy 

Dental Materials 

Embryology 

Endocrinology 

Histology 

Materia Medica and Therapeutics 

Medicine 

Nutrition 

Oral Histology 

Physiology 

Pathology and Periodontia 

Psychology (psychosomatics) 

It would be feasible for the Schools of 
Medicine and Dentistry to integrate a great 
deal of this basic science teaching but much 
of the work would have to be handled by the 
Dental School as the material to be offered 
for Dentistry is of a special nature. In offer- 
ing these courses one must not lose sight of 
the objective of the candidates for these 
courses. Those that wish more advanced train- 
ing will continue for a greater period of time. 
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Designed to save children’s badly decayed teeth in fast 
operating time, with minimum discomfort to the patient, 
these Crowns have met wide acceptance. Being made of Tru- 
Chrome, they make possible permanent restorations. They 
cannot tarnish and are resistant to all mouth solutions. 
Anatomically formed, and available in all needed shapes and 
sizes, they permit perfect occlusion. They are very light and 
very strong. The technic is rapid and simple. 


&F CrOWNS.......00000008 30¢ each 


Space Retainers..75¢ doz. 







Orders for 200 or 


y y' Crowns are 
U \ more Cri 
supplied in wooden 
Y My \ boxes with transpar- 
<=" BP, ent lids. Smaller or- 
. } =—— | ders supplied in en- 
sss 


velopes (or in a box 


for $2.00 additional) 





ON REQUEST: folder describing 
the Crown and Space Retainer tech- 
nics with chart of models and sizes. 


ROCKY MOUNTAIN METAL PRODUCTS CO. 


1450 GALAPAGO ST., P. O. BOX 1887, DENVER 1, COLO. 
Distributors 
East Coast: Gilbert W. Thrombley, 220 West 42d St., New York 18, N. Y. 
West Coast: Karl A. Kreis, Flood Building, San Francisco 2, California 
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Dentistry for Children as a Public Health Problem 


HucGo M. KuLsTAD, D.D.S.* 
San Francisco, California 
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EDITOR’S NOTE: 


j 
j 
Hugo Kulstad, Vice-President of the |. 
AS.D.C., presented the following paper |h 
before our Southern California Unit, |, 
whose Secretary requested we publish ‘ 
the material. Some of the subject matter , 
discussed, e.g. the value of nutrition in ‘ 
orthodontic prevention methods, will 
probably be a subject of discussion at 
our National meeting, of which Hugo } 
is program chairman. You'll like our } 
Nordic friend, and you'll find he has } 
done a fine job for us at San Francisco. |? 
AE.S. 
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To look over the administrative set-up of a 
modern Health Department would lead one 
to believe that the original problems which 
were responsible for the creation of Health 
Departments have dwindled in importance to 
where they receive a minor proportion of the 
attention and funds of the department. 

Actually, in terms of the budget of health 
departments today, the original problems con- 
sume only about 20% of the total budget, the 
balance being spent for health problems 
which have assumed proportions to be thought 
of, as public health. 

When we start thinking of the dental prob- 
lem in terms of size, represented in man- 
power hours or in dollars, it is almost frighten- 
ing. 

There are approximately ten million people 
in the State of California at the present time. 
Of this number, about one quarter are below 
20 years of age, or two and one half millions. 
It has been estimated that the average child in 
this age group would have almost eleven cavi- 
ties, or the average would be approximately 
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eleven cavities per child. If we would consider 
this as ten, to make figuring easier, it would 
amount to twenty-five million cavities need- 
ing some type of attention. 

If all of the dentists who could, worked at 
this job, it would take roughly four years to do 
it. This would not take into consideration the 
new Cavities forming during this time, nor the 
age group above twenty years. 

It is quite apparent from these figures, 
granting that there may be some inaccuracies 
in them, that we will never solve the problem 
if we consider it from a service standpoint. 

We must approach the dental health, as we 
do the general health problems, through pre- 
ventive measures, if we are ever to succeed. 

It is essentially the responsibility of health 
departments to prevent diseases, and this is 
where the Bureau of Dental Health becomes 
concerned about the dental health problem. 
It is our aim to provide, through established 
avenues of education, authentic information 
on the control of dental disease, to encourage 
the use of this information in every way avail- 
able, to influence the public in doing some- 
thing about its own problem. 

We have rather conclusive proof, from 
many studies that have been made in different 
areas in the United States, that about 85% of 
dental caries can be prevented by a proper 
nutrition program. By proper nutrition we 
mean, of course, the selecting and eating of 
the correct foods in the right proportions, as 
weli as the elimination of those foods that are 
unnecessary and harmful. In addition to this, 
we now have evidence to prove that not only 
will dental caries be controlled by a proper 
nutrition program, but diseases of the sup- 
porting structures will be materially reduced. 

In addition to nutrition, education as a 
Public Health approach to the Dental Health 
problem, we must give some consideration to 
the newer chemical preventive procedures. 
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The fluoriding of community water sup- 
plies is considered by the U. S. Public Health 
Service and the American Dental Association 
as still in the experimental stage. It will be 
about seven years before the first of the studies 
in the ten or more areas will be finished. 

The use of fluorine lozenges, troches, mouth 
washes and dentifrices is not approved by the 
Council on Dental Therapeutics of the Ameri- 
can Dental Association. 

Topical application of sodium fluoride is 
approved and recommended by the American 
Dental Association, using a specific technique 
and limiting it to children. 

The impregnation technique has not been 
approved, but I am sure we would like to see 
some controlled and supervised studies to 
prove or disprove its value. 

The fortifying of sugar, to prevent its aid- 
ing the decay process, is also being promoted 
by interested producers. 

As for the much publicized and, much pur- 
chased ammonium-ion dentifrices, the Ameri- 
can Dental Association has approved them 
for study purposes. The University of Illinois 
is now a quarter of the way through its two- 
year study, the first and only large-scale study 
to attempt to provide authentic information 
on its value. 

The public, of course, is way ahead of the 
profession in its willingness to try new things, 
for everyone is looking for some magic non- 
harmful method to stop dental caries in their 
innocent ignorance that by so doing, all of 
their dental troubles will be over. 

If only the problem were so simple! 

Caries accounts for only one half of the 
tooth loss in this country. In addition, as was 
pointed out previously, the deficiencies in 
nutrition which are responsible for caries, as 
well as diseases of the supporting structures, 
can be proved to be factors in the causes of 
many of our systemic diseases. 

I sincerely hope no cure-all will be found 
for dental caries that will then give license to 
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consume unlimited quantities of refined foods 
and sugars, 

This race with the undertaker, from the 
time the bottle-fed baby is weaned from his 
sugar and syrup sweetened formula, by sup- 
plying in its stead an all-day sucker, up to and 
through the teen-age snack bar, is going to be 
the downfall of our national health! 

In my opinion, no amount of manpower, 
including those resulting from the “crackpot” 
idea of training ancillary personnel in two 
years to do the “simple dentistry for children,” 
will be able to do the job. Such a resolution 
was introduced, but not passed, at the last 
meeting of the American Public Health As- 
sociation. 

I am sure the individuals in this room know 
too well that there is no simple dentistry for 
children. I am also sure that all of us feel that 
regardless of how much preparation we have 
had, there are many times when we wish we 
had a lot more. 

And, even if it were possible to recruit and 
educate sufficient numbers of qualified per- 
sons to do the job of taking care of just the 
dental caries, who would, or could pay the 
bill? 

Suppose we used the figures given earlier, 
about it taking four years for the 6,000 den- 
tists in California to fill the teeth of only the 
population up to 20 years of age. 


Let's agree we could hire these dentists for 
$5,000 per year. The cost would be the neat 
little figure of $120,000,000. This, of course, 
shows no salary for assistants, nor funds for 
rents or supplies, nor does it allow a penny for 
the adult population. 

I am sure you will agree that a solution of 
the problem of Dentistry for Children is not 
going to be provided easily. 

I am also sure you will agree that since only 
by complete mass education can we even ap- 
proach the problem through known preven- 
tive procedures, Public Health does have a 
place in Dentistry for Children. 
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